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What Does the Medical Profession W ant? 


EDICINE HAS MADE greater progress in the United States than anywhere 
M else in the world. It has done so despite continued pressure by Govern- 
ment, Labor, Industry, and Hospitals, each seeking to control the practice of medi- 
cine for reasons of its own. Will the medical profession preserve its independence, 
or will it yield to the pressure brought to bear by these dominant groups? 

Each of these groups has inherent power to govern, regulate, or coerce its 
members and to adopt and execute policies for the group as a whole. In con- 
tradistinction, the physicians of Maryland are the most disunited group of edu- 
cated men that I have ever encountered. Although the Med-Chi does represent 
the majority of physicians in the state, its efforts are often impeded by the 
activities and viewpoints of self-seeking minority groups. 

I believe the great majority of physicians to be ethical, conscientious, and 
dedicated men and women. Yet, because of their preoccupation with their chosen 
field of medicine, they are often misled. 

Consider the various situations in which physicians are found: as full time 
educators, administrators, or hospital surgeons; as insurance company advisors; 
allied with government, military service, or industry; as private practitioners in 
general medicine or in any of the medical specialties. Each group is essentially 
concerned with its own interests, fighting its own battles under the guise of what 
is best for the patient. We are divided and we are being conquered. 

Doctors are individualists and they are temperamental. They cannot follow 
dictated patterns in treating patients and in carrying out research. If the practice 
of medicine is to remain free from the domination of outsiders, we must unite 
to form a strong association which acts for the profession as a whole rather 
than in the interest of individuals or select groups. It must be an organization 
in which the selfish interests of the minority are subordinated to the best interests 
of all. 

The current governmental stand on medical care has done more than any 
other recent matter to bring together the diverse medical interests. Our future 
depends on a new and wholeheartedly unified effort by all physicians. 


Howard F. Kinnamon, M.D. 
President, Medical and Chirurgical 
Faculty of the State of Maryland 
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__. Howard F. Kinnamon, M.D., as- 
sumed the presidency of the Med- 
ical and Chirurgical Faculty on 
April 27, 1961. A member and past 
president of the Talbot County 
Medical Society, he practices or- 
thopedics in Easton. | 

Dr. Kinnamon is on the staff 
of Memorial Hospital at Easton 
and is orthopedic consultant for 
the Eastern Shore State Hospital, 
in Cambridge. He is a past presi- 
dent of the Maryland Chapter, 
American College of Surgeons and 
a member of the Southeastern 
Surgical Congress, the American 
Fracture Association, and the 
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Southern Medical Association. 

Born in Easton on November 
23, 1910, Howard Kinnamon grad- 
uated from Easton High School, 
then pursued his education at the 
University of Maryland and New 
York University. His Doctor of 
Medicine degree was awarded in 
1939 from the University of Mary- 
land School of Medicine. 

During his internship and resi- 
dency at Mercy Hospital, Balti- 
more, Dr. Kinnamon met Miss 
Geraldine Jackson, a student of 
nursing. They were married in 
1941 and have a daughter, Jane, 
born in 1949. 










‘From 1942 to 1946, Major Kin- 
namon practiced surgery in mili- 
tary hospitals in England, France, 
and ,.as well as in the 
United States. Upon his discharve, 
he returned to his Eastern Shore 
home to begin the practice of or- 
thopedics. 

The Kinnamons live at Waver y, 
where Dr. Kinnamon raises bi-d 
dogs and Irish Setters. A boati .g 
enthusiast, he is rear commodc -e 
of the Chesapeake Bay Yacht C! ib 
and past commodore of the Tr :d 
Avon Yacht Club. He and his fa 1- 
ily enjoy fishing and excursic 1s 
aboard his yacht. 
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The Executive Committee and Council of the 
\ edical and Chirurgical Faculty of the State of 
) aryland met on the dates shown and took the 
a ions indicated: 





1. Approved support of a program in con- 
nection with the treatment and control of tu- 
berculosis, referring this to the appropriate 
Faculty committee. 


2. Endorsed Faculty support and en- 
couragement of local commissions on 
problems of the aging. 





1. Adopted the 1961 budget for presentation 
to the Council. 


2. Made recommendations to the Gov- 
ernor in connection with appointments to 
various councils, boards, and commissions. 


3. Selected the following to represent the 
Faculty at an AMA legislative conference in 
Chicago: Amos R. Koontz, M.D., Baltimore ; 
I. Rivers Hansen, M.D., Salisbury; Karl F. 
Mech, M.D., Baltimore. 


4. Referred to the Clinical Laboratory 
Committee the question concerning regu- 
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John Sargeant 
Executive Secretary 






lations of the State Health Department 
for operation of laboratories in the coun- 
ties. 


5. Heard a report on legislative activity in 
Annapolis. ; 


6. Discussed with the Faculty ap- 
pointees to the Blue Shield Board the 
policies established by the Council and the 
House of Delegates. 





1. Ratified legal defense for various mem- 
bers. 


2. Heard that a suit against a member 
had been dismissed by the Court. 


3. Approved recommending to the House of 
Delegates various members for émeritus mem- 
bership. 


4. Accepted a portrait of Lewellys 
Barker, M.D., a past president’ of the 
Faculty. 


5. Approved recommending to the Commis- 
sioner of Vehicles that William F. Gerringer, 
M.D., be appointed to the Medical Advisory 
Board of the Department of Motor Vehicles. 
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6. Approved renewal of the Executive 11. Heard a report on the AMA legislativ. 


Secretary’s contract for three years under meeting and adopted a recommendation deal 
the same terms and conditions as the ing with advertisements in all daily newspapers i: 
1958 contract. the state in connection with the proposal fo 


medical care for the aged under the Socia 
7. Approved issuing keys to the Faculty Security system. 


building to selected members of the Medical 


Emergency Service. 12. Approved undertaking an extensive 
educational program in connection with 
8. Approved a resolution adopted by legislative activities. 
the Maryland Pharmaceutical Association 
dealing with narcotics regulations. 13. Agreed to contact all component socice 


ties in connection with establishing or par 
9. Agreed to meet with Baltimore City Den-  ticipating in local commissions on the aging 


tal Society representatives to discuss dues 
14. Affirmed that it was not in accord 


with the offering of a “joint” contract 


arrangements presently in existence. 


10. Agreed to contribute $100.00 to the under Blue Cross and Blue Shield pro- 
policy as established by the House of viding for diagnostic coverage, inasmuch 
Delegates. as this was in opposition to the Faculty’s 
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MARYLAND PHARMACEUTICAL ASSOCIATION 


RESOLUTION ON NARCOTIC REGULATIONS 


WHEREAS, Narcotic Regulations apply equally to prescribers and dispensers 
legally licensed to prescribe or dispense them, and 


: 

: 
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WHEREAS, Narcotic Regulations are subject to change whenever condi- 
tions of usage warrant a change, and 
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WHEREAS, prescribers and dispensers are equally obligated to abide by 
the Narcotic Regulations established by the Bureau of Narcotics of the Treasury 
Department, and 


WHEREAS, there is at present, ignorance and disregard by both prescribers 
and dispensers of the Narcotic Regulations governing the legal handling of 
Narcotic drugs, therefore 


BE IT RESOLVED by the Maryland Pharmaceutical Association that the 
Narcotic Bureau be requested to bring its published regulatory matter up to date, 
and to emphasize changes and penalties for violation of the Narcotic Regulations, 
and 


BE IT FURTHER RESOLVED, each prescriber, dispenser and profes- 
sional society be furnished up to date copies of the Narctoic Regulations peri- 
odically. 
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The Economics of Medicine 


ACH YEAR it is the responsibility of the president to report on the activities of 
EK the past year and to try to forecast what, in his opinion, constitutes the 
major endeavors of the medical profession in Maryland during the coming year. 
Much of the accomplishments of the past year have been included in the annual 
reports, which were mailed to the House of Delegates members some time ago. 
These make interesting reading. 

Briefly, here is a rundown of activities during 1959-60: 

Introduction of a long-delayed pension plan for staff employees, many of 
whom have given long and faithful service for small recompense. 

Sponsorship of an office assistants training session, at which more than 300 
physicians’ employees heard lectures on such diverse subjects as public relations 
and collection hints and techniques. 

Revision of the Faculty’s Bylaws to streamline procedures by spelling out of 
many things that were ambiguous. 

Passage in the State Legislature of a triennial physicians’ reregistration law, 
which will give us an accurate count of the physicians practicing in Maryland. 

Employment of an assistant executive secretary to enlarge the scope of 
Faculty activities on both an internal and external basis. 

Revitalization of our proposed building program to make our Faculty building 
modern and more suitable to the medical profession. 

Simplification of various forms, such as the pupil medical record form and 
the insurance claim form. 

Passage of a resolution on a national level dealing with veterans’ medical care 
and the increasing use of these facilities by veterans with non-service-connected 
injuries. 

Improved communications within our own membership. 

Improved and more readable medical journal, which now ranks with the best 
in the country. 

Introduction of a group Blue Cross program for our members and, if our 


Presidential address of Leslie E. Daugherty, M.D., at the Presidential Dinner of the 
Medical and Chirurgical Faculty of Maryland, April 21, 1960. 
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House approves it this year, introduction of other types of group insurance pro- 
grams for our membership. 

In process and to be instituted after the 1961 Annual Meeting is a complete 
reorganization of our committee structure, which will make committee operation 
more efficient and more productive with less man-hours of work. 

You will notice that the title of this address is “The Economics of Medicine.” 
You may wonder what is the purpose of listing that which has been accom- 
plished during the past twelve months. I can only say that each accomplishment af- 
fects us in our economics and, directly or indirectly, in how we practice medicine. 

No one is more concerned than I about the constant attempts to encroach upon 
the traditional freedom of choice of physician that has made American medicine 
the best in the world. It is only by continuation of this hallowed tradition that we 
will be able to continue with this leadership. 


Much has been said in-recent months about the high cost of hospital care and 
the high cost of drugs. Unfortunately, it is the very people who are now com- 
plaining about these high costs who produce them. Review reports from Washing- 
ton claiming that the profits made by drug companies are much too high and that 
they should be curbed in some manner. What does this mean? Is a senator or repre- 
sentative sitting in his office in Washington, being paid with the taxpayers’ hard- 
earned dollars, able to make snap judgments of this nature? If the research funds 
derived from the so-called drug profits are cut off, the progress of medicine will 
grind to a standstill. 


There are many people, even in our own profession, who would like to see 
this happen, for it would place them in a position of power in our bureau- 
cratic governmental organization that would be established. Of recent memory is 
the consideration of a necessary increase in Blue Cross hospitalization premiums 
because of the increasing hospital care cost. Yet, if one hospitalized patient died 
because of the lack of a certain expensive drug or a certain costly piece of equip- 
ment, cries of carelessness and penuriousness would arise. 

Unfortunately, we have often been placed in a position of blaming the other 
fellow for these shortcomings. The only way we can explain our position to the 
public and let them judge for themselves is by banding together on a common 
ground of agreement. Without question the public can be convinced, if politics, 
personalities, and personal gain are subordinated to the overall objective of medi- 
cine and allied fields; namely, providing the highest quality medical care to all, re- 
gardless of their ability to pay. 


Hanson W. Baldwin, in the Saturday Evening Post, referred to a remark 
made by General Randolph McCall Pate, former commandant of the United States 
Marine Corps, that Americans are becoming soft physically and in national thought. 
Mr. Baldwin also said that the automobile age has made us almost a legless na- 
tion and the welfare state, a dependent people. In Great Britain, where socialized 
medicine has existed for the past twelve years, there is now a man whose sole job 
is to investigate complaints of the public against the civil servants who are paid 
to take care of their needs from the cradle to the grave. That we find it necessary 
to police the very programs that were set up to make all things equal is certainly 
a sad commentary on our times. 

Ladies and gentlemen, we are at this crossroads tonight. Lenin’s basic for- 
mula was divide and scatter authority in the enemy camp, disrupt basic institutions, 
create dissention until the will to resist is destroyed. We have seen this happen 
in many countries where the Russians have succeeded in winning control. 
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According to an elementary proposition, the institutions of government are 
made by man, and man is responsible for what happens to them. Benjamin Frank- 
lin expressed this when he was asked what the man at Philadelphia had wrought; 
you remember what he said: “A republic, if you can keep it.” 


Half a century later Lincoln spoke in the same vein when he said, “If destruc- 
tion be our lot, we must ourselves be its author and finisher. As a nation of free 
men, we must live through all time or die by suicide.” 


I say to you now, let us join together and improve all phases and facets of 
medical care. Let us squelch criticisms made about medicine if they are unjustified 
and correct them if they are justified. Let us see that programs are developed for 
all people. If they wish to have complete medical care, let us provide it at a cost 
they can afford. If they complain about the high costs of drugs, hospitals, or med- 
ical care, let us tell our story to the public; they will not let us down. 


At one point in our history the question was asked of American men, “Where 
do you stand, sir?” I think that tonight across this land the question should be 
asked again. Abraham Lincoln, in his Gettysburg Address, tried to warn us that 
government is a perpetual problem, a perpetual challenge to the people. I think 
he was trying to say to people of all generations that if this government of ours 
ever fails it will fail because of the weakness of the people. 


I am more frightened by this weakness, created by an active enemy who knows 
that he can conquer us only by destroying the morals of our people, by subduing 
the initiative and incentive of the American people. 


Where do I stand? I stand with the men who founded our country. I stand 
with George Washington, with Thomas Jefferson, with the men of both parties 
who down through the years have added strength to the concept that man is free 
because he is a child of God and that man walks with dignity because he is the child 
of God. 


Gentlemen, ladies, guests, these things are all bound up in the economics of 
medicine. 


Leslie E. Daugherty, M.D. 


ETHICS CORNER 





HE QUESTION has been raised as to the provisions of Maryland law with re- 
in to artificial insemination. The Faculty’s legal counsel advises that the 
Criminal Code of Maryland has no specific provision dealing with artificial insemi- 
nation. In the event of a birth resulting from artificial insemination, some difficult 
legal question arises as to the status of the newborn baby. In order to be assured 
of all of the rights of a normally conceived child, the parents should adopt the in- 
fant according to the laws of the state in which the parents are domiciled. 
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Adrenocortical Steroid 


Therapy 


A Panel Discussion 


Lawrence E. Shulman, M.D.', 


Moderator 


Evan Calkins, M.D.’ 
Leighton Cluff, M.D.° 
Lawson Wilkins, M.D.* 


Dr. SHULMAN: We plan this morning to ask 
and to try to answer a series of questions that 
have been asked by many of our colleagues 
about steroid therapy. We are particularly for- 
tunate in having on this panel individuals who 
have had considerable experience in this field, 
but in various aspects. 

Since the time Dr. Philip Hench first demon- 
strated the dramatic effects of ACTH and corti- 
sone in a few selected patients with crippling 
rheumatoid arthritis much has been learned 
about these compounds. Initially, hopes were 
raised that this particular discovery, for which 
Dr. Hench won the Nobel Prize, would lead to 
knowledge about the cause of several disease 
states which were benefited by these drugs and 


Presented April 16, 1959, at the Annual Meeting of the 
Medical and Chirurgical Faculty. 

1 Assistant Professor of Medicine, The Johns Hopkins 
University School of Medicine. 

2 Assistant Professor of Medicine, Harvard Medical 
School; Director, The Robert W. Lovett Memorial Unit 
for the Study of Crippling Disease, Massachusetts Gen- 
eral Hospital. 

3 Assistant Professor of Medicine, The Johns Hopkins 
University School of Medicine. 

4 Professor of Pediatrics, The Johns Hopkins Univer- 
sity School of Medicine. 
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that it would effect permanent cures of these 
disorders. At the same time, there were fears 
that human monsters would be produced, with 
hirsutism, severe diabetes, and uncontrollable 
infections; but these things have not taken 
place in the extreme. In other words, the full 
hopes of these substances have not been real- 
ized, and the initial fears were exaggerated. 
These agents have proven useful when keen 
judgment and discretion are used with respect 
to the individual patient. 

We will kick off with a question for Dr. 
Calkins: Do you ever use adrenal steroids in 
the treatment of rheumatoid arthritis? If so, 
under what circumstances? What steroid would 
you use, and at what dosage? 

Dr. CaLkins: Let me first of all answer 
these questions one by one. Do I ever use 
steroids? Emphatically, I do, and I think all of 
us do in the treatment of rheumatoid arthritis 
and related diseases, in certain instances. 


Which steroids in which dosages? In rheu- 
matoid arthritis, | am conservative in my selec- 
tion of steroids; I use either cortisone or pred- 
nisone. There is some reason to use hydrocorti- 
sone instead of cortisone, because it’s closer 
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to the physiologic steroid. A number of newer 
steroids are available, but, as yet, I don’t think 
that they have had their advantages clearly 
defined, while their potential disadvantages are 
at hand. In patients who accumulate fluid, I 
use prednisone; for those who can take their 
corticoids on a normal diet, without excessive 
salt restriction and without developing edema, 
I think cortisone is a little safer. Although this 
point has not yet been fully established, I think 
cortisone is less likely to produce duodenal 
ulcer 

As far as dosage is concerned, in rheumatoid 
irthritis my custom is to use what I think is a 
maximal safe dosage for a given patient. I may 
ise less, but never more. A fairly safe dosage 
of cortisone is somewhere between 65 and 100 
milligrams a day, occasionally as high as 112.5 
milligrams, but I don’t like to use that much. 
Since men seem to tolerate corticoids a little 
better than women do, I use a smaller dose in 
a woman patient. 

For prednisone, the maximal safe dose is 
between 5 and 15 milligrams a day, 10 or 12 
milligrams being the top limit in women. I 
don’t believe in starting off with a big dose and 
coming down; you only build your patient up 
to a big letdown. The hazards are so great at 
higher dosage levels that such levels are not 
indicated in rheumatoid arthritis. 


Under what circumstances to use corticoids 
is, of course, the big problem. The answer is 
easy when sight is threatened; blindness is a 
serious catastrophe. Iritis is a common compli- 
cation of rheumatoid arthritis. If patients de- 
velop iritis, local steroid therapy is indicated; 
and if that is not satisfactory, a systemic corti- 
coid should be given. If patients have ocular 
complications for which surgical intervention 
is contemplated, with a background of iritis, 
corticoid therapy is an absolute must. The pa- 
tient must be maintained on corticoids before, 
during, and for a week or ten days after the 
operation. Otherwise, the risk of recurrence 
of iritis, particularly in the opposite eye is ex- 
tremely great. This is a major calamity. 


Another situation demanding steroid therapy 
is that of patients who have had corticoids in 
the past and are undergoing surgery. We will 
discuss this later. I think corticoids are indi- 
cated in two other circumstances. Every patient 
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with rheumatoid arthritis deserves a good trial 
on a conservative program of bed rest, aspirin, 
and hot packs. If, after several months, patients 
lose weight, become undernourished, and are 
seriously and chronically ill, corticoid therapy 
is helpful in building up their nutritional status. 

The real puzzler is that of housewives with 
young children or workers whose job is threat- 
ened if they take off six months for a conserva- 
tive treatment program. Certainly, the loss of 
one’s job is second only to the loss of sight. 
In such patients, after a three or four month 
trial of conservative treatment, it’s reasonable 
to use maintenance steroids judiciously, with 
two thoughts in mind. One is that if the patient 
can keep at work, you’re doing his family a 
great service; and, by relieving anxiety, you 
may be helping the disease. Secondly, peop’e 
who have jobs to do respond better to corticoid 
therapy than do people whose objective is sim- 
ply to be comfortable. We can make them com- 
fortable by other means, and patients who lead 
a sedentary bed or chair existence are haz- 
ardous subjects for corticoid therapy. The inci- 
dence of complications, particularly osteoporo- 
sis, is far greater in that group. 

Dr. SHULMAN: Thank you, Dr. Calkins. In 
what other rheumatic diseases do you find 
steroid therapy helpful? 

Dr. CaLKINs: Lupus erythematosus comes 
to mind first, with two situations in which 
corticoids are indicated. The first is in patients 
with severe exacerbation, who may die without 
corticoid therapy. Patients with lupus can be 
gravely ill, yet come through the acute episode 
with flying colors. They can have a temperature 
of 103, 104 degrees ; they can have pericarditis ; 
they can have pleurisy; they can have severe 
arthritis and leukopenia. I’m prepared to ride 
this out for a while; but in those patients who 
develop pericardial diffusion, in which cardiac 
tamponade is threatened, and in those who 
have severe central nervous system manifesta- 
tions and are comatose or seem to be heading 
in that direction, corticoid therapy is indicated 
during this acute period. Barring these fright- 
ening complications, I’d rather ride out an acute 
bout of lupus for two or three weeks. Many 
patients will come through the episode into a 
spontaneous remission, or at least be obviously 
getting around the bend, within that period. 
If they’re not, trial corticoid therapy is in order. 
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I know, Dr. Shulman, that you are trying to 
observe the effects of corticoid therapy in peo- 
ple with early renal disease. Could you, perhaps, 
comment on your experience? 

Dr. SHULMAN: Initially it was thought that 
the presence of any type of renal disease com- 
plete'y contraindicated steroid therapy. Then 
it was demonstrated that one form of renal 
disease, which has an inflammatory component 
—that being the type seen in sarcoid—could 
be reversed, or at lease improved, by such 
treatment. Another reason for this reversal of 
opinion and experience was that newer steroids, 
such as prednisone, which have no salt or 
water retention and little or no hypertensive 
effect were used; therefore, some of the un- 
favorable results did not occur. We have seen 
several patients with lupus nephritis who, for 
one reason or another, have stopped taking 
their pills, and shortly thereafter, their kidney 
disease became strikingly worse. When steroid 
therapy was resumed, renal function improved. 
Because the renal component of lupus is statis- 
tically the most serious feature of this disease, 
we think that it is important to determine for 
ourselves whether or not the steroids may be 
beneficial in lupus nephritis. 

Dr. CaLkins: Of course, the big question is, 
just because the patients exhibit a decrease in 
the cellular elements in the urine, albuminuria 
and so on, is their renal disease really getting 
better? Isn’t this what your experiment will 
have to determine as.the years go on? 

Dr. SHULMAN: This is true. What we intend 
to do is to perform serial kidney punch biopsies 
in these patients. Kidney punch biopsies have 
proven to be not dangerous if certain limita- 
tions are applied; i.e. if patients with hyper- 
tension or advanced renal insufficiency are 
excluded. Actually, it is more important to 
perform these biopsies in order to establish 
whether or not the steroids are beneficial in 
such patients. 

Dr. CaLkIns: This is an example of the exper- 
imental work that has to go into evaluating 
any of these possible indications for corticoid 
therapy. At the moment, we don’t feel that 
this has been sufficiently demonstrated. We 
do not regard renal involvement in lupus 
erythematosus as indication for corticoid ther- 
apy, except when nephrosis develops. Then the 
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patient becomes analogous to any other patient 
with idiopathic nephrosis. 

Let me quickly cover these other points. In 
acute rheumatic fever, a lot of work has been 
done to indicate that corticoid therapy may 
prevent the development of valvular lesions. 
The efforts of the international study group on 
this subject, however, have disappointingly 
shown no change in the incidence of chronic 
valvular involvement in patients who receive 
corticoid therapy with their acute rheumatic 
fever, as opposed to those who receive adequate 
doses of salicylates. Not everyone agrees witl 
this, but most people do. I think that in severe 
acute rheumatic fever, particularly with rheu- 
matic pneumonitis and severe rheumatic myo- 
carditis, corticoid therapy is indicated for 
symptomatic purposes, and it may be of help 
as far as prognosis is concerned. 

The two strongest indications for corticoid 
therapy in this group of diseases are periarteri- 
tis nodosa and dermatomyositis. The initial fear 
that the rapid healing in periarteritis associated 
with corticoid therapy might lead to infarction 
of various internal organs is a complication 
we haven’t seen. I’d like Dr, Shulman to com- 
ment on this point also. And I think that in 
many instances, severe vasculitis or periarteri- 
tis nodosa clearly calls for corticoid therapy. 
People with dermatomyositis also do better 
with corticoids, and in most cases I am in favor 
of corticoid therapy. 

The final disease in a group that we are con- 
sidering together is scleroderma. This, how- 
ever, is at the opposite end of the pole. The 
evidence is becoming increasingly conclusive 
that corticoid therapy is not indicated in 
scleroderma ; indeed, such use may precede the 
development of severe renal complications. 

Dr. SHutMAN: I have two comments about 
this. First, it shows that experiences in hos- 
pitals in different localities may vary extraordi- 
narily. We use steroid therapy for periarteritis 
nodosa virtually in every case, but in most 
instances the results have not been encourag- 
ing. One exception is a form of periarteritis, 
cranial arteritis, or temporal arteritis, seems 
to respond favorably. The Mayo Clinic has 
some good information to indicate that chronic 
steroid therapy in patients with cranial arteritis 
(cranial is a better term than temporal, because 
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the patient may also have retinal artery in- 
volvement) is able to prevent blindness, which 
is the most serious complication of this disorder. 

Dr. CaLKIns: We second this absolutely. This 
should be listed as one of the grade-A indications. 
[ should have mentioned it before, because blind- 
ness can develop and does with some regularity. 

Dr. SHULMAN: Our experience with steroid 
therapy in dermatomyositis has also been un- 
‘avorable. We have had an occasional patient 
n whom dramatic benefit has taken place, but 

his can occur spontaneously. 

Dr. CaLkins: A controlled study will be neces- 
ary to prove this, and I don’t know of anyone 
vho has had the courage or the patience to make 
me. It’s only a clinical impression. 

Dr. SHULMAN: Dr. Calkins, in the connective 
issues diseases which we have been discussing, 
vhat criteria do you use to determine adequacy 
»f treatment? 

Dr. CaLkins: It depends on the purpose for 
which you are giving the corticoids. If you’re giv- 
ng them to a patient with severe vasculitis, or 
periarteritis as a life-saving measure, I believe 
using whatever dose is required to accomplish 
your objective based on clinical evaluation of the 
patient as a whole. With prednisone this may be 
as high as 60 or even 80 milligrams a day. I 
would start off with a small dose and build up 
rather than start high and cut down because you 
might accomplish your objective with a much 
smaller dose this way. In a chronic situation such 
as rheumatoid arthritis, however, I’d head for the 
relatively safe dose and go no higher. 

Dr. SHULMAN: What do you think about com- 
binations of therapy, such as aspirin and cortisone, 
or antimalarials, such as chloroquine, plus predni- 
sone? 

' Dr. CaLxins: Combinations, if they are made 
by the physician, are highly important. I nearly 
always recommend using salicylates with corti- 
coids because they are safer and they permit a 
smaller dose of corticoid. The same thing may be 
true of the antimalarial agents; I’m not certain. 

On the other hand, prefabricated combinations, 
such as pills containing a few milligrams of pred- 
nisone with aspirin and a relaxant or something, 
are a poor choice for two reasons. In the first 
place, one is apt to forget that there are a few 
milligrams of prednisone in the tablet and use it 
more casually than one would if he knew that it 
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had a dangerous ingredient. Secondly, the dose of 
each of these drugs must be tailor-made for the 
patient. I prefer to use each drug in its optimal 
dose for the particular patient and to prescribe 
each separately. 

Dr. SHULMAN: I’d like Dr. Cluff to tell us 
whether or not he agrees with the mandatory use 
of aspirin plus cortisone. What about the anti- 
pyretic effect? May not a complicating feature 
be masked thereby ? 

Dr. CLuFF: Whether or not the two agents are 
combined depends largely upon the disease for 
which the drugs are administered. Certainly, in 
the patient with acute rheumatic fever, the simul- 
taneous administration of steroid and aspirin is 
good therapy. In other circumstances, I’m not pre- 
pared to say. 

Concerning antipyretic effects, unquestionably, 
in many circumstances, steroids have a nonspecific 
antipyretic effect. The mechanism of this effect 
is not entirely clear, although it could be asso- 
ciated with the anti-inflammatory or antiflogistic 
properties of the steroid preparations. 

Occasionally, the administration of steroids or 
aspirin to patients with high temperatures, irre- 
spective of the nature of the underlying disease, 
can induce severe hypothermic responses. A few 
years ago, we observed an example of this. A 
patient with pneumococcal pneumonia was given 
hydrocortisone in association with penicillin. The 
patient developed a striking hypothermic response 
with a temperature fall of 11 degrees within four 
hours, associated with a shock-like state, striking 
pallor, sweating, confusion, and renal insufficiency. 
We must be alert to the ability of these agents to 
produce a nonspecific antipyretic effect which 
sometimes can be rather intense. 

Dr. SHULMAN: A frequently asked question 
is: those diseases in which steroids are helpful, 
such as rheumatoid arthritis and rheumatic fever, 
does this indicate that the patients have a defi- 
ciency of these adrenal substances before they are 
treated ? 

Dr. CaLkins: I don’t know of any evidence 
to verify this. 

Dr. SHULMAN: Is there such a thing as the 
cortisone withdrawal syndrome? If so, what is it? 

Dr. CaLkins: There certainly is. What it is, 
I don’t think we can answer so certainly. Patients 
in whom corticoids have been withdrawn too 
rapidly may develop a syndrome which, in many 
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respects, resembles adrenal insufficiency, with 
muscular weakness, headache, anorexia, vomiting, 
and general prostration. Even though the electro- 
lytes and eosinophil count usually do not show 
great changes, this syndrome is reversed by re- 
sumption of steroids, and I think it is due to rela- 
tive adrenal insufficiency. Such patients may also 
develop a flamboyant recurrence of the disease 
for which the corticoids were given in the first 
place. This, if it occurs, adds to the picture of the 
so-called withdrawal syndrome. 

Dr. SHULMAN: What do you do when the pa- 
tient’s illness flares up promptly after stopping 
adrenocortical therapy? 

Dr. CaLkins: That depends on why the adreno- 
cortical therapy was stopped. If a patient became 
psychotic or developed a perforated ulcer, for 
which you felt justified in discontinuing corticoid 
therapy, you had better ride it out with salicylates 
and other agents. If, however, the drug was dis- 
continued by accident, or if another physician dis- 
continued it without realizing the importance of 
the therapy, or if you yourself discontinued it too 
rapidly by error, I recommend promptly reinstat- 
ing your original dose or close to it. 

Dr. SHULMAN: We will now turn our atten- 
tion to another phase of adrenocortical steroid 
therapy. Dr. Lawson Wilkins, soon after the ap- 
pearance of adrenal steroids, developed an in- 
genious application for them. I should like to 
ask Dr. Wilkins to tell us about his experiences 
with cortisone in the adrenogenital syndrome. The 
questions I would like him to answer are: How do 
you manage your patients with this interesting 
syndrome? And how do the adrenal steroids op- 
erate in this disorder? 

Dr. Wivkins: The subjects discussed by Dr. 
Calkins and Dr. Cluff are concerned with the phar- 
macologic or pharmadynamic action of corticoster- 
oids on the body tissues and metabolism. For this 
purpose the steroids have to be given in larger 
amounts than the body normally produces. In the 
adrenogenital syndrome we have a different prob- 
lem, in which there is an abnormality in the bio- 
synthesis of the adrenal steroids. If we can put 
the adrenal at rest with substitution therapy, we 
correct the abnormality and prevent the formation 
of androgenic steroids responsible for virilization. 

In the adrenogenital syndrome, there is a block 
in the synthesis of the gluconeogenetic hormones; 
namely, hydrocortisone, and sometimes impair- 
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ment in the formation of aldosterone. This block 
leads to production of some of the abnormal pre- 
cursors which are predominantly androgenic. 
These androgens cause hirsutism and virilization; 
when they are secreted in embryonic life, females 
develop into pseudohermaphrodites with mascu- 
linized external genitalia. In order to meet the 
physiologic requirement for the normal hormone 
(hydrocortisone), the pituitary ACTH mecha- 
nism has to whip up the whole adrenal; thus we 
see adrenal hyperplasia and overactivity with still 
greater production of the androgenic steroids. 
These circulating sex hormones inhibit the pitu- 
itary gland from producing the gonadotropic hor- 
mones, so that the ovaries are permanently quies- 
cent and normal female sexual development does 
not occur. 

When enough cortisone is given to supply the 
normal needs of the body, the production of 
ACTH by the pituitary is inhibited and the ab- 
normal adrenal is put at rest; production of keto- 
steroids and androgenic substances ceases. Ac- 
cordingly, the pituitary can then secrete gonado- 
tropins which activate the gonads along normal 
lines. 

When treatment of the adrenogenital syndrome 
with cortisone was first started, we feared that 
large doses of cortisone might be required to ac- 
complish inhibition; fortunately, it turned out 
that only the physiologic requirements of corti- 
sone are necessary. Accordingly, we can continue 
treatment indefinitely without the abnormal meta- 
bolic responses from cortisone as have been de- 
scribed by the other speakers. We have had pa- 
tients on continuous therapy for nine years who 
are developing normally along both sexual and 
somatic lines. 

The second part of this question is how the 
dosage is regulated and how we determine the 
requirements. We determine the minimal dose of 
cortisone necessary to maintain adrenal suppres- 
sion, by measuring the urinary 17-ketosteroids. We 
usually give a large dose of cortisone initially 
until the 17-ketosteroids fall to normal. Then the 
dose of cortisone is reduced to the minimal amount 
that is able to maintain suppression. 

I would like to point out the difference in the 
method of intramuscular and oral cortisone in 
both maintenance therapy and in emergency 
treatment. Intramuscular cortisone is absorbed 
and acts slowly and is degraded slowly, probably 
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and acts slowly and is degraded slowly, probably 
over three or four days. After we have built up 
a depot with daily injection, we are able to space 
the dose at intervals of three or four days and to 
maintain uniform suppression throughout. When 
the dose is given orally, there is a rapid absorp- 
tion and a short half life of about three hours or 
less, so the effect is quickly lost. It is necessary, 
therefore, to repeat the dose two, three, or four 
times a day, which provides a total daily dose 
greater than that given intramuscularly. 

Dr. CLurF: Would it be a fair statement, Dr. 
Wilkins, to say that the adrenogenital syndrome 
is attributable to a deficient secretion by the 
adrenal gland of cortisone-like or gluconeogenic 
hormones, and that, in essence, the treatment of the 
disease is a replacement of this deficient secretion ? 

Dr. WiLkins: It is true that the adrenal has 
difficulty in producing an adequate amount of 
hydrocortisone; in addition to that, the manifesta- 
tions are due to the abnormal androgenic steroids 
that are produced. The treatment is replacement 
therapy, and in normal individuals the same small 
doses of cortisone put the adrenals at rest in the 
same way. Replacement therapy is used also in 
Addison’s disease and hypopituitarism, which 
have not yet been mentioned. 

Dr. SHULMAN: Dr. Wilkins, could you tell us 
what, according to your study, are the differences 
between the various steroids: cortisone, hydro- 
cortisone, prednisone, and some of the newer com- 
pounds? 

Dr. WiLkins: With the low physiologic doses 
which we use, the differences between hydrocorti- 
sone and cortisone are nil. At this level we are not 
concerned with unfavorable salt retaining effects; 
in fact, many patients with virilizing adrenal 
hyperplasia have a tendency toward salt loss. Not 
only are we unconcerned about salt retaining ef- 
fects, we often have to give additional salt retain- 
ing hormones. The newer compounds, such as 
prednisone and prednisolone, are equally good if 
given in the biologically equivalent doses, and 
have no special advantages. The fewer milligrams 
required per day cost the patient just as much or 
more than good old fashion cortisone. 

Prednisone and prednisolone are acclaimed to 
be three or four times more potent than cortisone. 
Actually, based on their ability to suppress the 17- 
ketosteroids in the adrenogenital syndrome, I 
think they may be four or five times or even more 
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potent. Aristocort® and Kenocort® are slightly 
more potent than the prednisones and have de- 
cidedly less sodium retaining effects. 

Of the synthetic steroids, 9-alpha-fluoro-delta 
l-metacortin and some of the methylated com- 
pounds are exceedingly potent in one respect or 
another. These are valuable tools to the steroid 
chemists in studying the suppressive effects, for 
they can be used in such small doses that their 
metabolites do not contribute to the steroids ex- 
creted in the urine. The 9-alpha-fluorohydrocorti- 
sone is a salt-retaining hormone which we some- 
times use in combination with cortisone in the 
salt-losing type of virilizing adrenal hyperplasia. 
9-alpha-chlorohydrocortisone seems to have al- 
most an ideal balance of adrenal-suppressive and 
sodium-retaining effects for the treatment of salt- 
losing adrenal hyperplasia. It is so potent a sub- 
stance that I hate to see it put on the market 
because of dangers it may present in the hands 
of the inexperienced. 

Dr. SHuLMAN: Dr. Calkins, do you interrupt 
prolonged adrenocortical steroid therapy with 
courses of ACTH in order to stimulate the pa- 
tient’s own adrenals? 

Dr. CaLkins: No, we don’t. I know of no 
evidence to indicate that you can lessen the con- 
sequences of steroid withdrawal by intermittent, or 
even concomitant therapy with ACTH. Indeed, 
such jumping around in the pharmacological pro- 
gram has many disadvantages. It upsets the dis- 
ease, in the first place; secondly, according to 
evidence in experimental animals, attempts to use 
ACTH to whip an adrenal which has been sup- 
pressed by corticoid therapy has resulted, in some 
instances, in adrenal hemorrhage. Serious harm 
may be done by this means. 

Dr. SHULMAN: Dr. Wilkins, in a patient who 
has been on cortisone for a long time, what pre- 
cautions do you take in the case of an elective 
or an emergency surgical procedure? 

Dr. WiLkins: This is one of the most impor- 
tant questions that has been asked. It applies not 
only to the type of treatment discussed by Dr. 
Calkins and Dr. Cluff, in which large doses of 
cortisone are used, but also to suppressive or sub- 
stitution therapy with small doses of cortisone, 
about which I am talking, particularly when 
these are continued for a long period. 

During or after such treatment, the patient is 
not able to react normally to the stimulus of 
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such stresses as serious acute infection, trauma, or 
surgical procedure which ordinarily calls for an 
outpouring of increased corticosteroids. So, when 
the patient is under therapy or has previously 
been treated with large therapeutic doses, a sud- 
den increase in the dose of cortisone must be 
given to cover this period of stresss. We always 
inform the family and the doctor in regard to 
this. If a child has an acute serious infection or 
any other condition imposing great stress, we in- 
crease the dose of cortisone for the next two or 
three days, usually with oral cortisone, if it can 
be taken, since it is rapidly absorbed and rapidly 
active. 

In preparing a child for an elective procedure, 
we start two or three days before to build up a 
depot of intramuscular cortisone that will last for 
a few days, giving increased doses which may be 
at the level of 50 to 100 milligrams a day for 
those three days and withdrawing gradually after- 
wards. In an acute emergency condition, such as 
a ruptured appendix, when oral medication is not 
feasible and we can’t wait for the effects of intra- 
muscular cortisone, we give Solu-Cortef® intra- 
venously, followed by intramuscular cortisone. 

Dr. SHuLMAN: Do patients who are on cor- 
tisone and related compounds have a negative 
nitrogen balance? If they do, do you recommend 
increasing the protein in the diet? Also, in chil- 
dren, does long-term steroid therapy interfere 
with their growth? 

Dr. WiLkins: There are two parts to this 
question, and I’d like Dr. Calkins or Dr. Cluff to 
answer the other part. High doses of cortisone 
have been definitely shown to produce a nega- 
tive nitrogen balance. The problem is what should 
be done about this in long continued therapy. 

In treating the adrenogenital syndrome, we try 
to regulate the dose of cortisone at its physiologic 
level: Of course, nitrogen balance, protein ana- 
bolism, and growth go hand in hand. We try to 
give a dose that will maintain normal growth and 
normal osseous development. In addition to fol- 
lowing the ketosteroids, we do follow carefully 
the pattern of growth and development, recheck- 
ing these frequently. If our dosage is too high, 
the ketosteroids will be suppressed, but growth 
and development may be suppressed also. If it’s 
too low, the ketosteroids may rise only a little, but 
bone age and osseous development may be great- 
ly accelerated. 
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In addition to preventing progressive virilism, 
we try to end up with individuals as normal as 
possible, and the results have been good. We ex- 
pect that these patients will have to take cortisone 
throughout their lives, but that they will contin- 
ue to be normal, fertile women. I have about 110 
such patients at the present time; there are thou- 
sands of them throughout the United States. 

Dr. CaLkINns: On that nitrogen point, I think 
that osteoporosis is certainly one of the most se- 
rious complications of long term hypercorticoid 
therapy. A negative nitrogen balance is extremely 
difficult to demonstrate for a number of reasons. 
Nevertheless, I have every reason to believe that 
over the years this does exist, and the important 
thing is that of all the variables affecting the nitro- 
gen balance in these patients, physical activity 
seems to be the most important by far. 

That brings us back to a point I made before, 
that a patient on cortical therapy must be up and 
around, at work or doing a lot of exercise. If 
the patient is going to remain in bed, one should 
be extremely cautious about starting corticoid 
therapy. 

Dr. SHULMAN: We are now going to examine 
still another aspect of steroid therapy; that is its 
use in infectious diseases. Dr. Cluff has long been 
interested in infectious disease and has carried out 
experiments on the effects of steroid therapy in 
this area. To provide historical perspective, dur- 
ing the first few years of steroid therapy, all 
infectious diseases were viewed as complete con- 
traindications to steroid therapy. Do you agree, 
Dr. Cluff ? 

Dr. CiurF: Referring to this point, I’d like 
to make a few introductory comments. Dr. Shul- 
man has indicated that it was observed that infec- 
tious diseases may become apparent during steroid 
therapy. For this reason, an effort was made to 
suppress the use of these agents in infectious 
processes and to increase the awareness that 
severe infections may develop from their use. 

The potential usefulness or harm of steroid 
therapy in a patient with or without an infection, 
particularly if one suspects that an infection may 
develop, should be evaluated from the viewpoint 
of whether or not the steroids are being given 
in pharmacological doses for a chronic disease, 
as opposed to an acute illness. The most adverse 
consequences of steroid therapy in increasing 
susceptibility to infection or making an infection 
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worse occur mainly in individuals receiving ster- 
oids over long periods. 

Perhaps I can illustrate this by the example of 
systemic lupus erythematosus. Occasional individ- 
uals receiving therapy in large doses over a pro- 
longed period have developed and died from dis- 
seminated tuberculosis. This has aroused consid- 
erable concern about the use of steroid therapy 
in this particular disease. The utilization of ster- 
oid compounds for short periods, however, has not 
produced difficulty with infection. 

In the experimental animal, the effects of ster- 
oids upon the infectious process are largely deter- 
mined by the dose given and the duration of 
treatment. One can alter the effect of the hor- 
mone by regulating either of these factors. One 
of the clearest illustrations of the effect of ster- 
oids on an infectious process is that observed in 
pneumococcus infection of the mouse. Over and 
over again, administration of steroids in large 
doses has hastened the progress of pneumococcal 
infection in the experimental animal much more 
than in untreated control animals. 
treated simultaneously with penicillin, the effects 
of the steroid are completely nullified. If the dose 
of the antimicrobial agent administered is low or 
barely enough to suppress the infectious process, 
the steroid enhances the infectious process. This 
demonstration illustrates that an effective antimi- 
crobial agent can completely nullify the possible 
consequences or adverse effects of the steroids in 
infection. 

Dr. SHutMAN: Do steroids have any role in 
the management of patients with tuberculosis ? 

Dr. CLurF: A great deal of work is being done 
on this particular problem. The Veteran’s Ad- 
ministration Hospitals have, for some time, been 
conducting an extensive survey on the use of 
steroids in patients with different kinds or tuber- 
culous infection. Perhaps the evidence is clearest 
in the patient with tuberculous meningitis, indi- 
cating that steroids actually are useful in treat- 
ment when the antibacterial agent—streptomycin, 
isoniazid, or PAS—can be given in satisfactory 
therapeutic doses. Under these circumstances, the 
patient’s recovery from the tuberculous process 
is much more rapid than without steroids. In 
tuberculous meningitis, many of us today believe 
that if specific effective antimicrobial therapy can 
be given, the simultaneous administration of ster- 
oids is indicated. Other types of tuberculosis have 
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been studied; however, steroids seem most clearly 
indicated in tuberculous meningitis. 

Acute tuberculous processes, such as acute 
tuberculous pneumonia, without caseation or 
cavitation also have been treated with the ster- 
oids and antimicrobials with good response. As 
we gain more information, a clearer indication 
will probably emerge for steroids in tubercu- 
losis, when antimicrobials are given simultan- 
eously. 

Dr. SHULMAN: In what other infectious dis- 
eases might the adrenocortical steroids be help- 
ful? 

Dr. CLurFr: As Dr. Shulman indicated in the 
beginning, steroids have been used in probably 
every type of infectious process, and I can’t 
possibly go through the list. But I will mention 
a few in which steroids certainly have a proven 
usefulness. 

The testicular symptoms in mumps orchitis 
respond dramatically to steroids. Similarly, a 
recent study indicated that the simultaneous 
administration of steroids and penicillin to the 
patient with pneumococcus meningitis may 
shorten the course of the illness and ameliorate 
the symptoms. 

Where steroids are most useful, perhaps, is 
in an infectious process in which an antimicrobial 
agent must be given to a patient known to be 
sensitive to the drug. In subacute bacterial en- 
docarditis, for example, use of a specific anti- 
microbial with bacteriocidal activity, such as 
penicillin, is mandatory. If the patient is allergic 
to pencillin, simultaneous treatment with peni- 
cillin and a steroidal preparation might be de- 
sirable. Such management of the patient with 
SBE and penicillin allergy, in our experience, 
has not been associated with untoward conse- 
quences. 

Steroids have also been used effectively in 
brucellosis, typhoid fever, and many other illnesses. 

Dr. SHULMAN: One question often asked is 
whether or not steroids are helpful in the patient 
who has overwhelming infection, for example 
with an antibiotic resistant staphylococcus. Would 
you comment on this, Dr. Cluff. 

Dr. CLurF: Obviously, this is probably the 
instance in which steroids are used most com- 
monly in the patient with infection. One has to 
focus his attention on what can be accomplished 
by such therapy. Obviously, the steroid is not an 
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antibacterial substance; if it is indicated in an 
overwhelming infection, it is used for other pur- 
poses. Two objectives might be accomplished: re- 
duction of the inflammatory process associated 
with the infection, and elevation of blood pres- 
sure in the hypotensive patient. The evidence is 
pretty clear that simultaneous administration of 
steroids with vaso-pressor substance may facili- 
tate maintenance of a normal blood pressure. 

A joint study is being conducted throughout 
the country to evaluate the effect of steroids on 
severe infection. In the patients treated with 
steroids and anti-microbial agents, however, the 
steroids have thus far had little influence in re- 
ducing mortality from overwhelming infection. 
The possible beneficial effects of such therapy are 
not always clear, but there is no question that 
steroids in addition to vaso-pressor agents can 
be useful in shock. 

Dr. SHULMAN: Do these compounds mask the 
signs of infection? If they do, what precautions 
should one take to detect an incipient infection? 

Dr. CLuFF: We discussed one manifestation 
of infection; namely fever. There is no question, 
as I indicated, that steroids can cause hypothermic 
reactions or lower the temperature to normal, 
thereby masking one of the most important fea- 
tures of the infectious process and abolishing a 
major criterion for examining the cause of dis- 
ease. 

An interesting feature of the influence of ster- 
oids in masking infection occurs in the patient 
with systemic lupus or another type of disease 
for which chronic steroid therapy is being given. 
When infection develops, the inflammatory proc- 
ess may be suppressed, hindering recognition of 
infection. This can be easily demonstrated in the 
patient who has a ruptured viscus and develops 
peritonitis while on massive steroid therapy. Un- 
der such circumstances, the signs of peritonitis 
may be masked. 

Careful attention to the physical examination 
and utilization of cultural procedures are valuable 
in these instances. The leukocyte count can be 
helpful; but, unfortunately, steroids alone can 
cause leukocytosis. Being aware of the fact that 
steroids may mask infection is conducive to the 
recognition of infection if it occurs. 

Dr. SHULMAN: Would you place all patients 
being treated with steroid therapy for non-infec- 
tious diseases on “prophylactic” antimicrobial 
agents? 
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Dr. CLurF: Rather than discuss this in detail, 
I'll merely say NO. 

Dr. SHULMAN: Dr. Cluff, how do _ these 
adrenal steroids work in allergic disorders ? 

Dr. CiurF: This is an interesting point. I will 
try to summarize the presently available knowledge 
on the influence of steroids on allergic reactions. 
Without a doubt, steroids have a useful place in 
the treatment of allergic disease in man; i.e. hay 
fever, asthma, urticaria. As far as the effect of 
steroids upon the allergic reaction, I can cite for 
you certain experimental evidence which I will 
enumerate rather than discuss. 

1. I know of no evidence of steroids suppress- 
ing the ability in human beings to develop anti- 
bodies following an antigenic stimulus. We can 
not incriminate reduction in antibody level as a 
mechanism of steroids in reducing the allergic re- 
action. 

2. Steroids have no apparent effect on the 
interaction between an antigen and an antibody. 
This cannot be incriminated as a mechanism of 
action for steroids in suppressing allergy. 

3. No evidence exists that steroids will sup- 
press the reaction to histamine in either humans 
or experimental animals. If histamine is an im- 
portant component of the allergic reaction, this 
cannot be focused upon as a means by which 
steroids inhibit the allergic response. 

It has not been possible, in animals or in man, 
to suppress the “immediate” hypersensitivity re- 
sponse to antigen in the skin by administration 
of steroids. The wheal and flare or reagin-type re- 
action in man is typical of such a response. This 
means that the allergic patient treated with steroids 
in large doses can still be skin-tested for the identi- 
fication of possible offending antigens of hay 
fever and asthma. Steroids can suppress bacterial 
hypersensitivity of the tuberculin type in man 
and experimental animals. 

I haven’t told you how steroids act in allergic 
reactions. All I can state is that one of the most 
important ways by which steroids affect inflam- 
matory reactions attributable to allergy or infec- 
tion is by their capacity to alter and improve the 
integrity of capillaries. I don’t think there is 
much question about the fact that steroids do 
have a significant effect upon capillary endothe- 
lium and the permeability of the capillary wall. 
By this influence, steroids probably suppress the 
exudation or transudation of serum. They cer- 
tainly decrease the edema and erythema of in- 
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flammation and in this way probably are capable 
of suppressing allergic as well as infectious re- 
actions. 

Dr. SHULMAN: One might conclude that these 
processes are basic features of the inflammatory 
reaction per se; therefore, most of us believe 
that steroids work by blocking inflammation. Dr. 
W. Barry Wood, Jr., has illustrated in beautiful 
motion pictures the intimate details of the inflam- 
matory reaction being blocked by adrenal ster- 
oids. 

As a last point, let us turn our attention to an- 
other side reaction of adrenal steroids. Do corti- 
sone and like compounds produce peptic ulcers, 
Dr. Calkins? 

Dr. CALKINS: Certainly I think we all agree 
that the incidence of peptic ulcers in patients re- 
ceiving corticoid therapy is much higher than in 
the rest of the population. This is a complication 
that we must be particularly alert to. Why it oc- 
curs, I don’t think is known. Dr. Seymour Gray 
has observed a great increase in the secretion of 
hydrochloric acid, urogastrone, and other sub- 





stances in the stomach of patients receiving corti- 
coid therapy. Other investigators have been un- 
able to reproduce this observation; the problem 
may lie not in producing the ulcer but in healing 
it. 

Dr. SHULMAN: Can you prevent this by giv- 
ing antacids routinely ? 

Dr. CaLKins: We should try, but I don’t think 
we should rely too heavily upon its being com- 
pletely effective. 
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Psychiatry in Medicine: Sibling or Stepchild? 


Emotional Reactions to Illness 
Leo H. BarTEMEIER, M.D. 


HE FEARS THAT PEOPLE develop when they 
become ill often intensify their suffering 

and increase their need to consult a physician. 
Sometimes these fears are more unbearable than 
the illnesses which evoke them. There are pa- 
tients in whom fright becomes the predominating 
motive for seeking medical care. Most practicing 
physicians have seen patients who were more 
frightened than ill and who were in immediate 
need of relief from their acute emotional crises. 
Some patients, however, cannot be relieved of 
their morbid fears; they consult physician after 
physician, hoping to find one who will confirm 
their belief that they are the victims of some 
grave organic disease. This was the situation with 
a middle aged woman who suffered from the mor- 
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bid conviction that something she had felt in her 
right breast was a malignant tumor. Although 
the biopsy and other examinations were negative, 
her somatic delusion persisted. She gradually de- 
veloped a severe depression and was admitted to 
a mental hospital for treatment. 

Emotional reactions to illness may be described 
as silent areas in medical practice. The phantasies 
commonly associated with physical symptoms, the 
fears evoked by suffering, or the superstitions re- 
garding the occurrence of illness, are rarely 
brought to the attention of physicians. No consid- 
eration is ordinarily given to such emotional de- 
velopments during the taking of the history, and 
patients assume that what they believe about their 
symptoms or what they fear may happen to them 
is of no concern to their physicians. Such ques- 
tions as “What have you thought about your 
sickness?” or “Have you had some fears since 
you became ill?” might often elicit information 
of value for the diagnosis and subsequent care 
of the patient. Questions of this order simul- 
taneously manifest a proper regard for the per- 
sonal dignity and intelligence of patients and are 
in accord with comprehensive medical care. To 
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ask patients how they feel about their illness may 
give clues to their motivation for recovery and 
to how well they may be expected to cooperate 
with treatment procedures. 

The convictions that some patients entertain 
concerning the significance of their affliction may 
interfere with their recovery. A 54-year-old mar- 
ried man, whose activities were partially restricted 
because of his arthritis, failed to benefit from 
the medications and dietary regime prescribed 
for him. Two years after his physician had rec- 
ognized the futility of effecting any improve- 
ment in his condition, it was discovered that he 
regarded his arthritis as God’s way of punishing 
him for a crime he had committed during his 
first year of marriage. He believed that no physi- 
cian could relieve him of his affliction, that he had 
to suffer indefinitely. He disclosed that he had 
sought medical care and continued to visit his 
physician at the insistence of his wife. Before 
the onset of his symptoms, he had not thought 
about his crime; his belief about divine punish- 
ment had occurred to him during the first weeks 
of his illness. He had always worked excessively 
hard before his illness, and he had assumed the 
additional financial burden of supporting several 
of his wife’s relatives. During interviews with 
him in connection with the mental illness of his 
wife, he mentioned his need to atone for his crime 
by suffering. 

It was characteristic of this patient that he had 
never missed an appointment with his physician, 
that he was unusually prompt in paying for 
professional services received, and that he never 
complained about his lack of improvement. He 
seemed to accept his illness with equanimity. The 
psychiatrist who interviewed him gained the im- 
pression that he had utilized his arthritis and the 
suffering it entailed to appease his guilty con- 
science. 

Had his physician ever asked him what he 
thought about the cause of his arthritis or why 
he tolerated his affliction so patiently, he proba- 
biy would have told him what he told the psychia- 
trist. Many patients maintain such attitudes 
about their illness, which they would reveal to 
their physicians if requested to do so. The need 
to suffer is not merely a theoretical proposition; 
it is a common problem in medical practice. Clin- 
icians who understand their patients as well as 
the disease which they suffer are more likely 
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to recognize those who utilize the suffering their 
illnesses impose as a means of relieving their 
guilt feelings. 

It is a matter of common knowledge that when 
some patients become ill, they also become irrita- 
ble and angry with others. These emotional re- 
actions may be so severe as to preclude the possi- 
bility of adequate medical and nursing care. They 
occur more frequently in men than in women 
and are often in contrast to the gentleness and 
pleasant dispositions of such people when they 
are in good health. They are included in this pres- 
entation because they exemplify a specific reac- 
tion to illness and the helplessness and dependency 
which it often induces. These patients prefer to 
care for themselves than to be dependent on physi- 
cians and nurses. 

A middle aged woman became depressed be- 
cause her chronic illness made her appearance un- 
attractive. Although she had heretofore been so- 
cially active and more thoughtful of her family 
and her friends than of herself, she now became 
preoccupied with the way she appeared to others. 
This realistic appraisal of her facial appearance 
was accompanied by anorexia, insomnia, and loss 
of interest in her usual responsibilities. She iso- 
lated herself at home, not wanting any of her 
friends to see her. She explained, “This troubles 
me more than my sickness. I cannot go to a physi- 
cian and tell him how unhappy I am, because 
he would not have any sympathy for this kind 
of suffering. He would not think that my suffer- 
ing about my appearance is any kind of sick- 
ness.”” This woman had always cooperated with 
her physicians and was not inclined to complain 
unreasonably. It was obvious that her previous 
medical experience had been responsible for her 
hopelessness about obtaining any professional as- 
sistance. 

During periods of convalescence, the secondary 
gains from illness may become more important 
to some patients than their motivation to recover. 
Practicing physicians may discern this fact more 
readily than patients themselves. They often real- 
ize that the gratification derived from nursing 
care and from visits of relatives and friends are 
obstacles to the recovery of some patients. Unfor- 
tunately, these emotional reactions develop insid- 
iously and are not recognized until they have 
become obvious. Physicians then hesitate to re- 
duce or eliminate the secondary gains; when they 
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finally do take action in this direction, it is much 
more difficult than it would have been during an 
earlier period of their professional service. Ex- 
periences of this kind demonstrate that it is as 
important to understand the person who becomes 
ill as it is to understand the illness itself. 


Emotional Problems of Childhood 


FREDERICK H. ALLEN, M.D. 


EFERRING TO THE TITLE of our presentation 

—Psychiatric Aspects of Medical Practice 
—I feel that the term “psychiatric” narrows the 
scope of our discussion. I would prefer to uirect 
my remarks to what I might call the humanistic 
aspects of medical practice, using the term not in 
a sentimental sense, but as a quality of the physi- 
cian who translates to the patient, in the process 
of giving evidence of his skill, that he regards the 
person, the human being, as the important factor 
in treating disease. 

Many years ago, the scientific work of Cannon 
and his colleagues substantiated the fact that 
emotions and feelings play a highly important 
part in the human economy and in preserving the 





physiological balance and the functions of the 
organisms, where under the impact of strong 
emotions, physiological results ensue. This, in 
effect, has given added weight to the subject under 
discussion here today: how the physician, in 
dealing with disease, deals at the same time with 
the human being in whom the disease is at work. 

I am slightly allergic to the term “psychoso- 
matic.” This term seems to designate a certain 
group of conditions wherein the psychological 
element is predominant. Personally, I would re- 
gard all medical practice as having a significant 
psychosomatic element, because all sickness, 
whether in an adult or in a child, involves emo- 
tional reactions and feelings. Sometimes they 
complicate the disease, sometimes they’re pre- 
dominantly etiologic; but disease in human beings 
is always accompanied by certain degrees of 
anxiety, the signals of which we must catch. We 
must deal with them sympathetically and under- 
standingly, being what I like to term a selective 
listener to what the patient has to say. 

I want to direct my remarks primarily to the 
field of pediatrics, since that is the area in which 
I have had the most experience. The infant is 
born with little capacity to master the feelings 
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that emerge as the growth process begins, guided 
by the parental figures. His defense reactions 
against feeling are minimal, but, at the same time, 
as we learn more about infants, we realize how 
vulnerable they are to stress situations and how 
they do respond somatically to those stress situa- 
tions which arouse emotions and feelings that 
they are not yet capable of mastering. 

The whole concept of mastery is important in 
this field. The infant, we might say, has minimal 
capacity to deal with those stress situations except 
by reacting physiologically to them. Restlessness, 
crying, colic, various gastrointestinal disturbances, 
are the signals of an infant under stress. 

As growth proceeds, the human being, out of 
his own experience and under the guidance of 
parental figures, gradually acquires the capacity 
to deal with those normal frustrations, which are 
a part of all normal growing up. His defenses 
then become stronger; he becomes able to deal 
with reality without getting physiologically un- 
balanced and unable to establish what we call 
homeostasis. 

I have increasingly been impressed over the 
years of the important role of the physician, and 
particularly the pediatrician, in dealing with these 
early stress situations which are part of every 
child’s life. When a physician is called, he has 
the opportunity of being not only a physician, 
catching the infant’s signals of stress, but at the 
same time recognizing those normal and some- 
times exaggerated anxieties that begin to crowd 
in on the parental figures. We give lip service 
many times to the concept of prevention, but here 
we have an opportunity that rarely comes to the 
child psychiatrist, that of dealing with these early 
stress situations to which the infant reacts and 
which cause the condition for which the physician 
is called. 

How, then, can the physician at this point deal 
with these stress situations to help the child and 
help the parents through those anxieties which 
crowd in and create the kind of psychological 
atmosphere that may encourage and prolong the 
very conditions which he is asked to treat? The 
pediatrician has an opportunity here to do much 
more than just to say to the anxious mother, 
“Now, quit worrying,” or to prescribe a tranquil- 
izer. We’re in a tranquilizing age, and it some- 
times appears to be a shortcut to deal with those 
emotional reactions which might otherwise crowd 
back in once the effect has worn off. So often 
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the physician gets impatient with the anxious 
parent. How can he be that kind of selective 
listener who has a deep respect for the parent, 
for the person who is worried? Although the 
source of concern may be exaggerated or may 
have no basis in the actual condition for which 
the child is being treated, a sympathetic listener 
can accomplish a great deal by communicating to 
that parent the feeling that he understands the 
oarent’s anxiety and by not denying the parent 
his right to worry by offering false reassurances. 

Unless they are recognized early enough in the 
‘ife, these stress situations set in motion a vicious 
cycle that can lead to the kind of internalized be- 
iavioral patterns that psychiatrists are later called 
ipon to deal with. 

One can never quite tell what facet of an inter- 
view has the most meaning and the most effect 
mm an anxious parent. Years ago I had an inter- 
view with an intelligent mother who was worried 
ibout her child’s persistent thumbsucking. This 
was a serious problem to her. I could sense at the 
time the beginning of a strong battle between the 
child and the mother, the mother being determined 
to stop it and the child determined to keep it 
going. I sensed, too, the intensity of this parent. 
I’ve forgotten exactly what went on in that inter- 
view; I recall the mother’s intensity, and I recall 
responding to it, but I’ve forgotten what I said. 
Six months later, I happened to meet this mother 
casually. She recalled the interview and said how 
helpful it had been. My curiosity was aroused; 
what had been so helpful in that hour? I learned 
so much from the simple response of this mother 
when she said, “You smiled.” 

Now, I wasn’t smiling at her. In fact, I was 
probably completely unaware of smiling. Never- 
theless, something had been translated over to 
that mother that enabled her to relax a little about 
the problem that seemed so intense. So it is in 
such simple ways that characterize the humanness 
of the physician who takes the time to listen that 
the parent feels that you’re starting right where 
she is, not where you want to bring her. 

The physician’s opportunities for preventive 
work are twofold: to use his skill in diagnosing 
and treating the child’s trouble and to deal with 
the parents in such a way that they become part- 
ners in the cure and care of the child. 

I’ve heard many parents complain about the 
physician who gives them such multitudinous 
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directions, diet formulas, and so forth that it 
often takes twelve or fifteen hours of the parent’s 
time in getting the food ready. Irrespective of 
the complicated directions that have to be given, 
the parent is the one who must understand them, 
who must carry them out, who has to be the 
vehicle of the physician’s skill. Thus trust in the 
physician becomes important in the parent-child 
patient-doctor relationship. 

We talk a good deal about trust. Many times 
we emphasize the trust that the family must have 
in the physician. We don’t say quite so much 
about the kind of trust that the physician must have 
in the patient and particularly in the parent. Such 
trust is evidenced by the physician’s willingness 
to listen, to give directions in a way that can be 
carried out, to be honest and straightforward and 
not to short-circuit the problem by telling a par- 
ent, “Now, quit your worrying, you're just getting 
yourself sick.” That kind of reassurance, while 
sometimes helpful, many times only communicates 
to the parent that he doesn’t understand that 
the parent is troubled. Trust is a two-way street. 

Some significant changes in the care of sick 
children have come about in recent years. The 
most significant, I suppose, is the change in 
hospital practice in the care of the sick child. 
When I was a medical student, a good many 
years ago, when children were admitted to the 
hospital, the parent was kept in the waiting room 
downstairs. Later the intern came down and took 
the history. Parents were regarded as a major 
nuisance around the ward; the more they were 
kept away, the less disturbed the child would be. 

It’s fascinating, I think, that these practices 
are undergoing such a radical and meaningful 
change, which indicates that the pediatricians and 
the hospitals are more sensitive to the emotional 
needs of the family and the child. When a child 
enters the hospital, there are two or three anxious 
people, the child, perhaps less so, and the parents. 
At the peak of their anxiety they are separated. 
The child goes off into the great unknown of the 
hospital wards, and the parent sits wondering 
how the child is getting along. 

Recently, the Academy of Pediatrics published 
an important document which recognizes many 
of these important changes in the management 
and admission of a sick child into a hospital. To 
me this is the most practical kind of psychiatric 
work. It isn’t called psychiatric, it’s just called 
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good medicine, or good pediatrics, that allows a 
parent to accompany the child to the ward, to 
put him to bed, to bring along a pair of pajamas, 
a doll, or some other article that the child is 
familiar with, which makes a child feel at that 
particular point that the parent is with him. 

Many pediatricians have told me of the great 
improvement in the history obtained at that point 
than was elicited under the old system of taking 
the parent aside when she is worrying where the 
child is. The history becomes full of meaning 
instead of full of grief. 

The changing practice has affected the visiting 
privileges of parents, particularly with a seriously 
ill child. No longer is the T. L. C. patient, the 
tender, loving care type of child, the only one 
that parents are allowed to visit with a little more 
frequency. Parents now are welcomed on the 
wards; they help the nurses and take part in 
feeding the child. 

These changes are bearing practical results. 
Hospital administrators tell me that the new 
practice shortens the child’s stay in the hospital, 
that the getting-well process is speeded up. But 
fundamentally, underneath is the recognition on 
the part of the physician that the child and the 
parents are human beings and that recognizing 
their human reactions and feelings and incorpo- 
rating them into hospital practice shortens the 
period of sickness. 

I was particularly struck with this particular 
practice years ago in another culture. In Mexico 
City I was taken through the wards of a chil- 
dren’s hospital. Parents were all over the place, 
some of them bringing in baskets of food; and 
there was less worry about whether or not they 
were going to transmit a few bacteria to the chil- 
dren. The whole atmosphere was one of relaxa- 
tion. The parents were there, and the children 
were responding to parental care. This seemed to 
me to be positive evidence of what is taking place 
more and more in our own hospitals, the accep- 
tance of a more comprehensive type of pediatric 
care. 

These are important preventative measures. 
We as psychiatrists see many stress situations 
continue unalleviated. We see the colicky child 
and the mother trying to prove her value as a 
mother but getting fewer rewards for her efforts. 
She thereby tries harder to convince both herself 
and the child that she’s a good mother, and the 
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harder the effort the greater the stress. So th 
spiral begins to operate. We see the serious feed 
ing problems and children who seem to get s 
little mothering, and we see the kind of behaviora 
disturbances that eventually do need the additiona 
skill of the child psychiatrist. 

But how many of these conditions could b 
prevented? A large number of them. That to m: 
is one of the important tasks that lie ahead, t 
recognize the humanistic aspects of medical prac 
tice and build that kind of trust which is so essen 
tial as an interacting flow that goes from paren 
to patient, back to the doctor, and from doctor t 
patient. 


Not long ago, the wife of a man called me. Sh« 
was in a disturbed state about two things: first 
that her husband had acute leukemia; second 
that while she knew the condition, she was unde: 
instructions from the able doctors who caring fo1 
the patient that he should not know. She was 
deeply troubled because of the barrier being buili 
up. Here was a man with a lifespan ahead, we 
didn’t know how long, but living with a barrier 
which the wife could not share and which she 
knew the patient should know. I called the doctors 
at the wife’s request and told them that I felt it 
was important for them, not the wife, to share 
with this patient the fact of his condition. They 
could do it with sympathy, and with love. They 
didn’t have to jam it down his throat in the way 
another doctor I knew once did in telling a man 
that he had lung cancer, instead of just telling him 
simply, the doctor cited all the statistics on how 
few people recover from it, and consequently 
scared the daylights out of this man, who already 
knew his condition. 

The doctors agreed that I was right, and they 
told the man of his condition, which he already 
had suspected. For the remaining two or three 
years of his life a bond existed between them that 
could not otherwise have been there. It was im- 
portant to them to realize that the doctor trusted 
the patient to know the facts. The doctors ex- 
pected the patient to trust them, but they over- 
looked the other important part of trust, that they 
trust the patient. 

In our culture, we have developed a tremendous 
number of institutions for the various needs of 
people: our hospitals, our clinics, and our medical 
practice. We have the responsibilities that are in- 
herent in the professional opportunities of the 
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teacher, the minister, the social worker, the recrea- 
tion worker, and all others who have to meet the 
needs of people, particularly children. 

I’ve often thought of what might be the ultimate 
measure of value of these institutions in meeting 
he needs of people. I have felt strongly that the 
iltimate test of what we as professional people do 
what the teacher does for a child in the class- 
‘oom, what the minister does for those in his 
arish—must be measured in the quality of use of 
he available services that the patient is helped to 
1ake. They have no value whatsoever until they 
re used; and when used, if they feed back into 
nd enhance the individual’s sense of responsibil- 
‘y, their ultimate value has been attained. When 
ve, in our professional work, as we operate 
hrough our skills, do so in such a way that we 
nhance the sense of responsibility that people 
iave for their own destiny, we have fulfilled our 
najor responsibility both in curing the condition 
‘or which we are called and in enhancing the 
nental health of those that we are dealing with. 


Pwychiatry in Medicine: Sibling or Stepchild? 
M. RaLtpo KaurMan, M.D. 


GREAT DEAL OF EMPHASIS, in recent years, 
has been placed upon the need to integrate 
psychiatry with medicine. This emphasis has not 
been one-sided, coming only from the non-psy- 
chiatrists. The psychiatrist, until relatively recent- 
ly, for many reasons was isolated—and isolated 
himself—from the mainstream of medicine by 
distance and walls. His role was essentially that of 
caring for a group of individuals who disturbed 
the equanimity of their community. Whether this 
care was primarily custodial or reflected a genuine 
attempt to function in the traditional role of 
physician and healer was of small consequence to 
the rest of the medical profession. Indeed, it 
seemed at times as if the psychiatrist and his 
patient were barely differentiated from each other 
by his medical colleagues. 

Many of us remember our course in psychiatry 
at medical school, consisting at times, of a short 
series of lectures with, perhaps, a demonstration 
of some oddly acting patients whose behavior only 
succeeded in disturbing us. Although the impact 
of such teaching is still with us, the modern 
psychiatrist is eager to undo this seclusion and 
to integrate himself with medicine. 
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A sign of this is the increased number of 
psychiatric units in general hospitals. Relatively 
few such facilities existed twenty-five years ago. 
Today there are perhaps six hundred psychiatric 
departments in such hospitals. These units func- 
tion in relation to the overall mission of the hos- 
pital and do not confine themselves solely to the 
diagnosis and treatment of the classical psychiatric 
syndromes. 

Historically, the role of psychological and emo- 
tional factors in illness and health has been 
recognized as an intimate part of the art and 
science of medical practice. Although many papers 
have been written, seminars held, and presenta- 
tions such as this one given, one still may wonder 
as to the real extent to which psychiatry has been 
accepted in medicine. The subtitle of this paper, 
“Sibling or Stepchild?” was deliberately chosen 
to make this point. 


Psychiatry today has two aspects: (1) as a 
medical specialty, it deals with certain clinical data, 
syndromes, and entities in a diagnostic and thera- 
peutic way; (2) as a basic science akin to physi- 
ology, it deals with personality structure, moti- 
vation, the role of emotions, and the total 
organization of the individual. The cliche that the 
physician deals with the individual as well as with 
organs and systems is still true. This function of 
psychiatry crosses all boundaries and relates to all 
aspects of medicine without regard to the special 
technical skills that are necessary for the phy- 
sician, 

I should like to discuss both aspects in a re- 
lated way. The experience of a psychiatrist in a 
general hospital is particularly relevant: he works 
as a colleague with other practitioners; he en- 
counters the many complex problems in the diag- 
nosis and treatment of sick people; he is, in this 
context, different from the psychiatrist who limits 
himself to office practice of so-called intensive 
psychotherapy and thus remains isolated from his 
colleagues at all levels. 

Conceptually, modern psychiatry stresses the 
holistic approach which denies the “either—or” 
dichotomy of psyche and soma. This in itself 
indicates the need for the psychiatrist to be con- 
stantly aware of all aspects of his patient. Just as 
his colleague in internal medicine must realize 
that a diagnosis of organic illness does not exclude 
an emotional reaction to the illness and/or a con- 
comitant neurosis in an interrelationship at all 
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levels, the psychiatrist knows that a recognition 
of a neurosis does not necessarily exclude organic 
findings. 

An illustration of this point is a_ recent 
study (1) of 2,300 consultation requests to the 
Department of Psychiatry at the Mount Sinai 
Hospital. The primary diagnoses ranged from 
involvement of the cardiovascular system with 
congenital cardiac illness, coronary thrombosis, 
and rheumatic heart disease, through the gamut of 
rastrointestinal diseases, such as ulcerative colitis, 
regional ileitis, and pancreatitis, and on through 
asthma, tuberculosis, diabetes, arthritis, malignan- 
cies, and amputation. This study demonstrates 
that patients within practically every diagnostic 
category are still people with psychological prob- 
lems requiring the understanding of the wise, 
modern physician. 

The extent of psychiatric problems in medical 
practice has been emphasized time and time again. 
A relatively recent study of ours is pertinent (2). 
For many years our hospital ran a consultation 
service for patients with puzzling diagnostic prob- 
lems. This service was offered to patients referred 
by their physician, to whom the report was sent. 
An examination of the records of one thousand 
such consecutive patients shows an interesting 
point: 814 of the patients had psychiatric diag- 
noses with the psychiatric disorder operating as 
a primary or secondary factor. This study em- 
phasizes the importance of psychological and 
emotional factors in problem cases. 

Another study (3) dealt with the incidence of 
psychiatric illness on our medical service. This 
was comprised of a 253 patient sample of admis- 
sions to the medical department; 66.8 per cent of 
all the patients admitted to the medical service for 
reasons which seemed pertinent to such an admis- 
sion, had a diagnosis of psychiatric disorder. 

An area of interest in this connection is a re- 
cently completed survey (4) of patients coming 
to our non-psychiatric outpatient department for 
periods of ten years or longer. In this group, 73.5 
per cent of all such patients had had a psychiatric 
diagnosis one time or another. These patients had 
about twice as many laboratory tests with a much 
higher incidence of negative findings than the 
control group. The implication of these observa- 
tions for medical practice are tremendous. 

A cardinal principle in medicine is that a diag- 
nosis should represent an integration of basic 
knowledge of all aspects of the organism, ranging 
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from physiology to pathology, which will correlate 
with the symptoms and signs presented by the 
patient. This involves validated data in addition 
to theoretical and hypothetical postulates. Withir 
the somatic field, this principle is not only ac- 
ceptable to the physician but is generally insistec 
upon. Ideally, the treatment program for a giver 
patient is always based on such a diagnostic 
evaluation. This should be true also for thos: 
aspects of the patient’s problems which are to bs 
dealt with psychotherapeutically. 

I have previously discussed some aspects of th« 
problems in this area (5). As I have stated 
psychiatry today has two basic aspects: one, a: 
that specialty of medicine which deals with prob- 
lems of psychiatric disorders as such, involving 
diagnosis and treatment; the other, which in many 
ways is perhaps more significant, as its con 
tribution as a basic science, analogous to physi- 
ology, by which the physician understands and 
takes into account the functioning of human per- 
sonality in relation to health and disease. The 
latter aspect might be termed, in part, psychophysi- 
ology; in part, it represents the most significant 
factor of an individual’s capacity for adaptation 
to himself, to his environment, and to the people 
around him. It becomes important, therefore, that 
the practicing physician have a frame of reference 
relating to personality structure that is of the 
same order as the frame of reference relating to 
physiology or biochemistry. It is not sufficient to 
be content with some vague notions about the 
importance of psychological and emotional fac- 
tors. Our scientific knowledge in this area is as 
meager in terms of finite data as it is in most 
other areas of science; however, a number of 
theoretical systems based on clinical observation 
and experimentation are extremely valuable. One 
such system relates to the contribution made by 
Sigmund Freud: namely, psychoanalytic psy- 
chology. 

While a lengthy discussion of the basic prin- 
ciples of psychoanalysis would be out of place at 
this time, certain highlights might be mentioned. 
A fundamental concept in psychoanalysis is that 
of the Unconscious, which emphasizes the exist- 
ence within the individual of a psychic area which 
the individual is completely unaware of, yet which 
has paramount importance in his personality func- 
tioning. From the earliest times, philosophers and 
others have recognized the fact that no man is 
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fully aware of all of his motivations. Freud’s 
contribution has added a great deal of understand- 
ing of the dynamics and significance of the 
neurotic reaction. The insight obtained in this 
way has had tremendous value to the whole field 
of medicine. Neurotic reaction is recognized not 
as something haphazard, irrational, or of no 
significance, but as being intimately tied in with 
the personality structure of the individual. Many 
of our emotional problems and conflicts exist be- 
low the level of consciousness. Neurotic symptoms 
are an adaptive attempt on the part of the indi- 
vidual to solve conflict situations that arise within 
him. The components of these conflicts are partly 
inner instinctual wishes and drives, partly cultural 
and environmental stresses and strains. Since the 
neurosis is a compromise formation, it contains 
the elements of all these forces. 


In the psychic sphere, as in the somatic sphere, 
symptoms and signs are adaptive modalities, most 
of which are restitutional attempts on the part of 
the organism. Thus a neurotic symptom has a 
definite meaning and purpose in the life of the 
patient. In order to comprehend neurotic manifes- 
tations, the physician must first understand the 
life history of the individual with whom he is 
dealing. Many patients see their family physician 
with symptoms that refer to somatic functioning. 
A typical routine is to make a thorough physical 
examination of the patient; if no organic illness 
is discovered, the doctor might tell the patient that 
there is nothing wrong with him and that his ill- 
ness is imaginary. This may lead to the physician’s 
serving as a feed-belt to a cultist. 

A diagnosis of psychoneurosis should not, 
under ordinary circumstances, be made only by 
exclusion. The absence of organic disease may be 
an indication but not a proof that the individual 
is suffering from psychoneurosis. The criteria 
for diagnosis should be as definite as those for the 
diagnosis of any other illness. The patient’s com- 
plaints, their setting and relationship to his per- 
sonality, their meaning and their significance as 
a solution of conflict situations must be taken into 
consideration. There are certain types of neuroses 
that one meets in practice: the obsessional neu- 
roses, conversion hysterias, and various forms of 
so-called organ neuroses. The latter two are 
particularly important to the physician, primarily 
because they usually show themselves in somatic 
manifestations. 
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I should like to say a few more words about 
the facet of psychiatry as a basic science. This 
area relates to one of the most significant aspects 
of medical practice; indeed it has been called the 
art of medicine; that is the patient-physician re- 
lationship. 

Owing to many factors, modern medicine has 
become dehumanized. One of the classics in rela- 
tion to medical education is the famous Flexner 
Report (6). I do not wish to do that great medical 
reformer an injustice. In its time and place, this 
report changed the face of medical education. 
Rereading it, in many ways, gives one a feeling 
of déja vu. Some of the problems that were of 
great importance in the early 1900’s are still with 
us. It is curious, however, in the light of the cur- 
rent cry for more physicians, that one of the 
points made by Flexner was that we had too many 
physicians. He stated: “It appears then that the 
country needs fewer and better doctors and that 
the way to get them better is to produce fewer.” 
His report, as you know, caused a complete re- 
evaluation of our concepts of medical education, 
doing away with most of the proprietary schools. 
It raised the teaching and practice of medicine to 
a new, significant status. It stressed the need 
for laboratories, although it specifically expressed 
their relation to clinical medicine in these words: 
“Nor will laboratory and clinical ends make a 
genuine whole unless they have throughout a 
speaking acquaintance with each other.” It does 
seem, in many instances, to be a nodding ac- 
quaintance only. 

Instrumentation and laboratory tests too often 
replace the patient-physician relationship; indeed, 
there is even talk of diagnosis by computers. In 
the long run, a much needed integration between 
basic science and clinical practice has become, 
instead, a dissociation. 

Some time ago, a study was made in our medical 
and surgical wards (7) on the emotional impact 
of ward rounds. A few illustrations may clarify 
my point: 

A 65-year-old diabetic patient with a mid- 
metatarsal amputation had been in the ward for 
eight months. She was permitted to overhear the 
following remark: “Most of these come to a 
higher level.’”” The patient was disturbed by the 
comment and stated, “After all the trouble healing 
this wound, don’t tell me I am going to be cut 
higher.” 
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A second instance concerns a 50-year-old 
woman who was awaiting possible cholecystec- 
tomy. During the ward round, the description of 
conservative handling of this case evoked the 
angry retort from the attending physician: 
“What’s a hospital for?’ The patient subse- 
quently expressed relief that her doctor was not 
rushing to operate, but that she was sorry that he 
was “bawled out by the professor.” 


Still another patient, age 49, who had had 
colostomy with extensive anal and rectal surgery, 
was quickly passed by with the aside words, “a 
chronic bellyacher.”” She claimed that it was im- 
possible to make anyone believe that her legs were 
weak, causing her to collapse, and that her thighs 
and knees were numb. The patient complained 
excessively of pain and generalized misery. 
Neurological consultation with positive findings 
confirmed her complaints. 


I do not want to give the impression that all 
our ward rounds are conducted at this level, but 
simply to illustrate that sometimes physicians, al- 
though well qualified technically, do not take into 
account the fact that they are dealing with a per- 
son who has human feelings and needs. Indeed, 
some of the training that we receive as medical 
students, interns, and residents promote in us a 
callousness that ill becomes a healer. 


As a further example of this attitude, I will 
quote from a recent issue of The Resident Phy- 
sician, (8) which is subtitled Journal for the 
Hospital Staff Officer and is edited by a former 
Baltimorean and distinguished physician, Perrin 
H. Long. The journal has on its advisory board 
William C. Menninger, representing psychiatry, 
and I take for granted that neither he nor the 
editor saw the manuscript containing the follow- 
ing passage: “You are also free to raise your fee 
for the chronic hypochondriac. Almost anything 
you do to get rid of the pest who likes to visit 
doctors is proper. The amorous female patient 
falls into the same category.” 


Is psychiatry in medicine a sibling or a step- 
child? Sometimes it seems not even to be a mem- 
ber of the family. 

Lest I seem to end on a pessimistic note, I 
should like to draw your attention to an article 
by Willis J. Potts, M.D. (9), who is not a psy- 
chiatrist, but an eminent surgeon. This article, 
titled “The Heart of a Child,” is written with a 
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lyrical quality that reveals a great deal about the 
heart of this physician: 


The mystical heart of a child is a precious 
and beautiful thing. It is marred only by 
wounds of a thoughtless and not too intel- 
ligent world. In a physical sense the heart is a 
tough organ, a marvelous mechanism that, 
mostly without repairs, will give valiant 
pumping service up to a hundred years. In 
an emotional sense it is susceptible to wounds 
of indifference, thoughtlessness and neglect, 
and during episodes of illness is especially 
vulnerable. The heart of a child is mys- 
teriously molded by parents, teachers, play- 
mates and all those with whom it comes in 
contact. Physicians wish during those short 
but violent episodes of illness to avoid 
wounds that will leave irreparable scars. I am 
convinced that the heart of a child sunned by 
love, security and understanding will be able 
to withstand the storms of illness and pain. 


6420 Reisterstown Road 
Baltimore. 15, Maryland 
(Dr. Bartemeier) 


3915 Henry Avenue 
Philadelphia 29, Pennsylvania 
(Dr. Allen) 


The Mount Sinai Hospital 
New York 29, New York 
(Dr. Kaufman) 
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The effect of promethazine treatment on the narcotic and barbiturate requirements in postoperative 
gynecology. 


ROMETHAZINE |LYDROCHLORIDE IN 
OSTOPERATIVE GYNECOLOGY 


Umberto VillaSanta, M.D. 


That promethazine hydrochloride substantially 
lowers post-operative narcotic and barbiturate 
requirements, without producing adverse side ef- 
fects, is shown in a study of 100 patients given 
this drug after having a major gynecological op- 
eration. Seventy-five patients given promethazine 
upon regaining consciousness required 23 per 
cent less meperidine, 70 per cent less morphine 
sulfate, and 41 per cent less barbiturates than 
did the control group. Forty-five per cent of these 
patients needed ‘no barbiturates, while 13 per 
cent required only Empirin Compound®. Ten pa- 
tients in this group received a narcotic with the 
first dose of promethazine. They required more 
narcotics and barbiturates than did the group as 
a whole. In a third group of eighteen patients who 
had one narcotic injection before promethazine 
was given, the narcotic reduction was less pro- 
nounced. ~ ‘ 

es 4 


From the Department of Gynecology, Bon Secours 
llospital, Baltimore, Maryland. 

Promethazine hydrochloride is available as Phenergan® 
Hydrochloride from Wyeth Laboratories. 
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chloride in the control of nausea and vomit- 
ing has been well established (1-6). In postopera- 
tive care, it offers a further advantage in poten- 
tiating the activity of narcotics (6-8), barbit- 
urates (5, 9), and analgesics (2, 6). This study 
was undertaken to determine the extent of this 
synergistic action, with special reference to post- 
operative gynecology. 

Alternate patients in a series of 200 were se- 
lected for promethazine treatment; the remain- 
ing patients were used_as controls (group I). All 
had had a major gynecological operation; e.g., 
abdominal and vaginal hysterectomy, major plas- 
tic repair, or radical mastectomy. The various 
surgical procedures were equally represented in 
both promethazine-treated and control patients. 
The average duration of surgery was one hour 
and forty-two minutes for patients receiving 
promethazine and one hour and twenty-nine min- 
utes for the control group. 


-_ HE EFFECTIVENESS of promethazine hydro- 


Preoperative treatment consisted of intramuscu- 
lar injection of morphine sulfate, 10 to 15 milli- 
grams, and atropine, 0.4 milligram, one hour be- 
fore the onset of anesthesia. Anesthesia was in- 
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Triamcinolone LEDERLE 
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ARISTOCORT Triamcinolone has long since proved its wnsurpassed efficacy and 
relative safety in treating allergic respiratory disorders, including bronchial 
asthma. Clinical evidence has now shown that ARISTOCORT is also highly valuable 
for “special-problem” patients -—- asthmatic and others — who, because of certain 
complications, were hitherto considered poor candidates for corticosteroids. 


for example: 
PATIENTS WITH IMPENDING CARDIAC DECOMPENSATION 
In contrast to most of its congeners, ARISTOCORT is not contraindicated when 
edema is present or when cardiac decompensation impends.! 


PATIENTS WITH EMOTIONAL AND NERVOUS DISORDERS 
Triamcinolone did not produce psychic disturbances or insomnia.” 


PATIENTS WHOSE APPETITES SHOULD NOT BE STIMULATED 

Among patients treated with ARISTOCORT, there was less appetite stimulation, 
especially in those who had previously gained weight on long-term therapy 
with other steroids.® 


PATIENTS WITH HYPERTENSION 
There was no blood pressure increase in any patient treated for bronchial 
asthma, and in some, blood pressure fell. Of these, three had been hypertensive.* 
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duced with various amounts and combinations of 
nitrous oxide, oxygen, and sodium pentothal. Ad- 
ministration was started five to ten minutes be- 
fore the operation began and was discontinued at 
the end of the procedure. 

Seventy-five patients (group II) received the 
first dose of promethazine when consciousness re- 
turned; ten of these received meperidine or mor- 
phine at the same time. Promethazine was ad- 
ministered intramuscularly in 50 milligram doses, 
the number of doses varying from one to five, de- 
pending, in part, on the requirements for control 
of nausea. The average number of doses was 
2.2; 67 (89 per cent) of the patients received 
three doses or less. 

Eighteen patients (group III) received one 
dose of meperidine or morphine before the first 
promethazine injection. The average number of 
injections of promethazine in this group was 1.8. 
The remaining seven patients were eliminated 
from the study because they received more than 
one narcotic dose before promethazine, or they 
were taking other medication which might have 
affected the narcotic requirements. 

Narcotics, analgesics, and barbiturates were ad- 
ministered as required to relieve pain or to pro- 
duce sleep. The amounts given during the first 
thirty-six postoperative hours were compared. 
Morphine sulfate and meperidine were injected 
intramuscularly; secobarbital sodium and pento- 
barbital sodium were given orally. For mild pain 
Empirin Compound® with codeine was _ pre- 
scribed; the tablets contained: acetylsalicylic acid, 
200 milligrams; acetophenetidin, 150 milligrams; 
caffeine, 30 milligrams; and codeine, 30 milli- 
grams. 


Results 

Comparison of the intake of Empirin Com- 
pound® in each group disclosed no significant dif- 
ference between groups I and II. The mean num- 
ber of tablets prescribed for the control group 
was 1.3; for group II, 1.4. 

The graph illustrates the reduced narcotic and 
barbiturate requirements for patients given 
promethazine when consciousness — returned 
(group II). The mean intake of meperidine was 
reduced by 23 per cent and the mean intake of 
morphine sulfate, by 70 per cent. This decrease 
was reflected in the mean number of injections, 
which was reduced from 3.3 to 1.8. 

Patients in group II also required less barbitu- 
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rates. The mean intake was reduced by 40 per 
cent, from 120.7 milligrams to 71.6 milligrams. 
Thirty-four patients (45 per cent) in group II 
required no barbiturates, while more than 70 per 
cent of the control group needed one or more 
doses. 

Ten patients in group II required no narcotics 
or barbiturates; no compensatory increase in Em- 
pirin Compound® or promethazine was _pre- 
scribed for these patients. The average number 
of Empirin Compound® tablets was 1.1, and the 
average number of promethazine injections, 1.9. 
30th of these values are lower than those for 
the group as a whole. 

There was no correlation between the number 
of promethazine injections and the narcotic or 
barbiturate requirements. The requirements for 
the ten patients who received meperidine or mor- 
phine with the first promethazine dose were only 
slightly less than for the control group. Demerol® 
requirements were reduced by 7 per cent, mor- 
phine requirements by 12 per cent, and _ barbit- 
urate requirements by 19 per cent. The mean 
duration of surgery was not significantly in- 
creased in these patients (one hour and forty- 
three minutes). 

Patients in group III received one narcotic in- 
jection before promethazine was given. As was 
anticipated, the reduction in narcotic requirements 
was not as pronounced as in group II. The meperi- 
dine intake was reduced by 14 per cent and mor- 
phine sulfate by 41 per cent. Patients in this 
group required 46 per cent less barbiturates than 
the control group. All patients for whom barbit- 
urates were prescribed had already received pro- 
methazine. The mean dose of Empirin Com- 
pound® for group III was 0.8 tablets. No adverse 
side effects appeared in the 100 patients who re- 
ceived promethazine. 

6348 Frederick Road 
Baltimore 28, Maryland 
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VOICE OF THE LIBERALS 
Sir: 


The most ridiculous thing on the contemporary 
scene, perhaps, concerns the complaint on the part 
of the politicians and members of the government, 
that their efforts are being threatened and re- 
tarded by the undue influence of ‘highly organ- 
ized and powerful self-interest groups.'' The liberals, 
particularly, have ridden high, wide, and handsome 
for about 30 years now, and have labored loud 
and long to bring forth two or three mice; but 
they complain bitterly of every obstacle, of every 
voice raised in the wilderness. 

They speak from the best rostrums and to the 
largest audiences, both voluntary and captive. 

The liberal politician counts all those who do 
not vigorously oppose their propositions as sup- 
porters; and, since on any given issue there will 
be a very modest number of citizens sufficiently in- 
formed to consider themselves concerned, it be- 
comes possible for the politician to form a majority 
for almost any purpose. 

Demagoguery is not a difficult game to play; 
every administration, from that of George Wash- 
ington on, had the opportunity. Fortunately, self- 
restraint was more the rule than the exception. 
The present administration is anything but reticent, 
and almost frank about it, that even the absolute 
truth will have to go if it stands in the way. 

One cannot classify the remarks of Secretary 
Ribicoff, which were made on a national TV pro- 
gram and carried on the AP wire service, either 
as matters of opinion or honest mistakes, The most 
charitable view that one could take might be that 
Mr. Ribicoff mishandled the truth for what he con- 
sidered an important and worthy reason. 

Neither the American Medical Association nor 
its members have the resources to command the 
same size audience to tell the simple truth. 

The simple truth is that the administration pro- 
posal for Social Security care for the aged in hos- 
pitals and nursing homes has not only the seeds of 
socialized medicine within it, but the roots. The 
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provisions, in the bill for the payment of numerous 
professional medical services, when rendered by a 
salaried employee of an institution, will set the 
stage for the rapid deterioration of the practice 
of medicine as a profession. In this game, the tax- 
payer will resemble very closely those happy but 
misguided souls who journey to Las Vegas and 
stand in line to pump their coins into various kinds 
of machines with spinning bells and pictures of 
fruit. Mr. Ribicoff is entitled to his hopes, his fears, 
his opinions, and even the figments of his imagina- 
tion; but, he should not be entitled to represent 
these to the American public as matters of fact or 
to represent the opinions, remarks, and conclu- 
sions of the American Medical Association as be- 
ing hysterical. The American Medical Association 
and its members can scarcely be surpassed as a 
source of information with regard to the health 
needs of the people of the United States; for- 
tunately, a very substantial number of the members 
of the Congress are quite aware of this. But these 
liberals are not unintelligent, and they know, like 
the union organizers, that the people are insatiably 
curious and most willing to believe that somehow 
someone else’’ will lose his money to the machine. 
We doubt it. 
Sincerely yours, 


Osborne D. Christensen, M.D., F.A.C.S. 
Salisbury, Maryland 





We invite you to share your views, to compli- 
ment or to criticize, to support or to refute ideas 
and issues of concern to Maryland physicians. 
Address your letters to The Open Forum, Mary- 
land State Medical Journal, 1211 Cathedral Street, 
Baltimore 1, Maryland. Please keep your letters 
brief and to the point. Your name and address 
must be included, but we will withhold your name 
upon request. Errors in grammar, spelling, and 
punctuation will be corrected unless you specify 
that the letter be published as is. Opinions ex- 
pressed in The Open Forum are not necessarily 
those of the editor of the Maryland State Medical 
Journal or of the Medical and Chirurgical Faculty. 
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OBITUARIES 


H. LAURENCE FAHRNEY, M.D. 


H. Laurence Fahrney, aged 58, died November 23 of congestive 
cardiac failure. He had been ill for three months. 

Born in Frederick, Dr. Fahrney graduated from Jefferson Medical 
College in 1926. He spent one year as an intern in the Maryland 
General Hospital and a second year as resident in medicine at St. 
Joseph's Hospital. He then opened an office in Frederick, where his 
father had practiced for many years. 

In 1954, he purchased the Vindobona Hotel at Braddock Heights, 
intending to convert it into a nursing home. After remodeling one of 
the smaller buildings into 12 private rooms, he incorporated the Vindo- 
bona Convalescent and Nursing Home so that it was opened to all 
ethical physicians. Today, with accommodations for 54 ward, semi- 
private, and private patients, it is the largest and best nursing home 
in the county. 

During the last six years of his life, Dr. Fahrney spent a great deal of 
his time in promoting the specialty of geriatrics. He was chairman of 
the Health and Medical Service Workshop of the Western Maryland 
Conference on Aging, vice president of the Natural Geriatrics Society, 
and treasurer of the Maryland State Nursing Home Association. 

Surviving him are his wife, Mrs. Gladys Murray Fahrney, and two 
sons, Lt. (jg) David Laurence Fahrney, USN, and Peter Martin Fahrney, 
a student at Jefferson Medical College. 

i... &, 5. 


A. F. McCAULEY, M.D. 


A. Franklin McCauley, M.D., 49, died on November 18. He practiced 
obstetrics in Baltimore. 

Dr. McCauley graduated from the University of Maryland School of 
Medicine in 1936. He interned at the Hospital for Women of Maryland 
and completed his residency in gynecology and obstetrics at Union 
Memorial Hospital. He started private practice in 1939. 

Survivors are his wife, Mrs. Virginia L. McCauley; three daughters, 
Frances B., Marsha A., and Virginia M. McCauley; two sons, Richard 
G. and Stuart D. McCauley; and his mother, Mrs. Arthur R. McCauley. 


RICHARD H. SAUNDERS, M.D. 


On March 2, 1961, Richard H. Saunders, M.D., died suddenly at 
the age of 46. He was in active general practice in Nanticoke and 
in Hebron, Maryland, with offices in both communities. Dr. Saunders 
had served the people of Nanticoke and vicinity faithfully and un- 
tiringly since he moved into the area in March, 1947. He will be more 
than just missed by the residents of this area of Wicomico County. 

Dr. Saunders was a graduate of the University of Pennsylvania, 
where he received his B.A. degree in 1936. In 1940, he graduated in 
medicine from Jefferson Medical College. This was followed by a two- 
year internship at the Presbyterian Hospital in Philadelphia and a 
three-year tour of duty with the Army Medical Corps. Upon his dis- 
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charge from the armed services, in 1945, he became a resident in 
pathology at Presbyterian Hospital, Philadelphia. In 1946 he opened a 
general practice at Brunswick, Maryland. Within less than a year he 
moved to Nanticoke. 

Dr. Saunders was a charter member of the West Side Lions Club 
of Nanticoke and was extremely active in church and civic affairs of 
the community. He was a member of the American Academy of Gen- 
eral Practice, the Wicomico County Medical Society, and the courtesy 
staff of the Peninsula General Hospital, in Salisbury. 

Dr. Saunders is survived by his wife, Sarah Patton Saunders; two sons, 
Philip, 11, and Stephen, 14; his mother, and a sister. 

W. H. F. 


CHARLES A. WATERS, M.D. 


Charles A. Waters, M.D., a prominent radiologist, died January 10 
it the age of 71. He had retired from active practice in May, 1959. 

A descendant of an old Maryland family, Dr. Waters studied at the 
University of Maryland Medical School, where he received his medical 
fegree in 1911. Soon after his graduation, he was appointed to the 
staff of Johns Hopkins Hospital. 

He became associated with the late Frederick H. Baetjer, a pioneer 
roentgenologist. In 1921 their jointly written book, ‘'Injuries and 
Diseases of the Bones and Joints,'' was published. Dr. Waters also 
collaborated with Hugh H. Young, M.D., on a book on "Urological 
Roentgenology,'' and he was a co-editor of the Year Book of Radiology. 

The silver medal of the Roentgen Ray Society was awarded him in 
1935 for his exploratory work in subjecting certain types of kidney 
tumors to radiation before resorting to surgery. A year later he 
became president of that society. 

During World War |, Dr. Waters served in France with the Johns 
Hopkins Hospital unit. His contributions during the Second World 
War took a different form; in response to the government's call for 
greater hog production, he was a leader in encouraging and stim- 
ulating farm owners toward producing more and better swine. He 
himself raised prize swine on his farm, and he was an officer of the 
Maryland Hampshire Swine Breeders’ Association. 

His sole survivor is his wife, the former Kathern Armstrong Ward, 
whom he married in 1927. 
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GUSTAVE ORVILLE CAUTION 


1874 - 1961 


the hearts of several generations of 
Maryland physicians is deceased. Gustave Orville Caution, known to all as Gus, 
passed away on March 2. He was 86. 

During his 59 years as caretaker for the Medical said Chirurgical Faculty, 
Gus impressed all who knew him with his gentility, his industry, and his loyalty. 
He has been characterized as “a janitor in the grand manner.” The Baltimore 
Evening Sun, in 1947, said of Gus: “When he arrived at the Faculty building 50 
years ago, he began doing things with an air for the doctors and he’s still doing 
them with an air—if it’s only gathering up the books left scattered on the library 
tables. The air is part of the man.” 

As with many doctors who follow the precepts of the great Sir William Osler, 
so did Gus always heed the counsel Sir William gave him when he first came to 
work here: to be faithful to the Faculty, and the Faculty would be faithful to 
him. In addition to Dr. Osler, Gus knew well many other men whose names are 
now medical history: Dr. William H. Welch, Dr. J. M. T. Finney, Dr. John Rith- 
rah, to name a few. 

A number of physicians now in practice can recall being “baby-sat” by Gus 
when, as children, they accompanied their physician fathers to the Faculty library. 

Gus’s unfailing recognition of the physicians who frequented the Faculty 
building and his amazing ability to spot them in a dark room were reassuring to 
members attending meetings. They could be sure that Gus would summon them 
at once in response to emergency calls. 

When Gus was hired on February 20, 1897, he was described as ‘‘a slip of a 
lad.” An active energetic person who held that “man was given legs to walk with,” 
his form remained spare throughout his life. Though slight of stature, he carried 
himself with dignity. His resemblance to Sir William Osler was often remarked; 


_ MAN who had a large place in 


intensifying the likeness was Gus’s sweeping mustache, which drooped over the 
corners of his mouth to his chin, as Osler’s did. 

His fifty-sixth anniversary with the Faculty was a memorable one; for on 
the evening of February 20, 1953, Gus was called to the platform, before an as- 
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IN HONOR OF GUS—Expressions of praise and appreciation were accorded Gus in a ceremony on February 20, 1953. Reso- 
lutions were read and presented to him by Erasmus H. Kloman, M.D., president of the State Board of Medical Examiners; J. 
Albert Chatard, M.D., treasurer of the Medical and Chirurgical Faculty; and Wetherbee Fort, M.D., president of the Baltimore 
City Medical Society. Left to right: Dr. Kloman, Dr. Chatard, Gus Caution, Dr. Fort. 


sembly of the Baltimore City Medical Society, and honored with testimonials and 
gifts from the Medical and Chirurgical Faculty, the Baltimore City Medical Soci- 
ety, and the State Board of Medical Examiners. The complete ceremony was pub- 
lished in the Maryland State Medical Journal, Vol. 2, No. 4, April, 1953. 

Poor health forced Gus to retire in 1956. He dropped in to the Faculty office 
from time to time to greet old friends. 

More than a century ago, Gus’s great grandfather boarded a French ship 
which carried him from Paris, France to Baltimore, Maryland. His French an- 
cestry was a source of great pride to Gus, who was born in Baltimore in 1874 and 
‘educated in the Catholic schools. His knowledge of the French language, and Ger- 
man as well, made him a valuable assistant in the Faculty library. 

As a child, Gus attended the St. James Episcopal Church. He later joined 
the Asbury Methodist Church, where he became a member of the trustee board. 
In 1922, however, he returned to the St. James Church and remained a member 
until his death. Two of Gus’s sons are now clergymen in the Episcopal Church, one 
in New York and one in Georgia. 

Gus’s son Walter is carrying on the family’s tradition of service to the medi- 
cal profession. Walter has been a member of the Faculty staff since 1923. 

In addition to the three sons, Gus is survived by two daughters, 12 grand- 
children, 12 great grandchildren, and 11 great, great grandchildren. 


De Bak. 
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COMMITTEE FOR THE 


STUDY OF PELVIC CANCER 


(Under the auspices of the Medical and Chirurgical Faculty and the Maryland Division of the American Cancer Society) 


Howard W. Jones, Jr., M.D. 


Chairman 


The Committee for the Study of Pelvic Cancer has met monthly 
and presented cases for discussion as a part of a regularly scheduled 


meeting of the visiting staff at various hospitals or one of the county 


medical societies. The January meeting was held with the staff at Franklin 
Square Hospital; in February, with the staff at South Baltimore General; 
and in March, with the Carroll County Medical Society. 


Abstracts of case discussions: 


The patient was a 30-year-old gravida 
5-0-0-5. She registered in the obstetrical 
clinic September 20, 1959. A routine Pap- 
anicolaou smear was reported as “incon- 
clusive.” A repeat smear on November 30 
was “high inconclusive.” The patient was 
admitted to the hospital on December 28 for 
cervical biopsy, which was reported as in- 
traepithelial carcinoma with possible invasion. 
(The patient, at this time, was 26 weeks 
pregnant.) She was followed without further 
smears or biopsy. She had no bleeding. She 
delivered on March 25, 1960, with no un- 
usual difficulty. Four weeks later a smear 
was again reported as “inconclusive.” She 
was followed in the obstetrical clinic, and 
on June 25, multiple biopsies were taken and 
reported as showing intraepithelial carcinoma 
with some question of invasion. The patient, 
having been asked to return for further ex- 
amination, was seen in the gynecological 
clinic on August 18. At this time the slides 
were reviewed and interpreted as showing 
intraepithelial carcinoma without invasion. 
A modified Wertheim was recommended. 
At this time an early pregnancy was sus- 
pected. On August 23 she was admitted to 
the hospital for a sharp conization, and the 
diagnosis of carcinoma-in-situ. was con- 
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firmed. Pregnancy was estimated at eight 
weeks. On August 25, the patient had a 
modified Wertheim hysterectomy. 


CHAIRMAN: Does anyone wish to comment on 
this case? 

The patient was apparently asymptomatic when 
she registered in the obstetrical clinic, the Papa- 
nicolaou smear being a routine procedure. The 
patient seems to be in the clear as far as any 
delay is concerned. If any of you wonder about 
the terminology in the cytological reports, “high 
inconclusive” means almost positive; they were 
almost ready to say positive, but not quite. 

The physicians involved in this case were mem- 
bers of the hospital staff. You will notice that 
we have a classification of “institutional” delay, 
which we have used when delay occurs after a 
patient has come to the hospital, where multiple 
physicians are involved rather than an individual 
doctor. 

PuysiciAn: After the cervical biopsy on De- 
cember 28 was reported as showing intraepithelial 
carcinoma with possible invasion, why wasn’t a 
conization done? 

CHAIRMAN: The history is not clear on this 
point. It is possible that the slides were reviewed 
and the consensus was that this was definitely 
carcinoma-in-situ. 
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PuysiciaNn: Shouldn't she at least have had 
further Papanicolaou smears? 

COMMITTEE MEMBER: We have the advantage 
of looking at this case in retrospect; we know 
that the final diagnosis was intraepithelial carcin- 
oma. But this apparently was not established 
during pregnancy. We do not know all the de- 
tails along the way, but, in any case, the patient 
should have had repeat smears between the time 
of biopsy on December 28 and delivery on March 
25. 

PuysiciANn: As a point of information, | would 
like to know the opinion among gynecologists and 
obstetricians as to the proper procedure if the 
diagnosis of intraepithelial carcinoma is estab- 
lished during pregnancy. At twenty-six weeks 
do you interrupt the pregnancy ? 

CHAIRMAN: [f it is an intraepithelial carcinoma, 
it is almost impossible to give a blanket answer. 
If the slides show a little bit of intraepithelial 
carcinoma in one of several biopsy bites and the 
cervix looks entirely normal, I would not think 
this sufficient reason to interrupt the pregnancy. 
If several biopsy bites show intraepithelial 
carcinoma, that is a more serious problem. A 
general answer is not possible. 

Puysician: I would not think this diagnosis, 
“with possible invasion,’ means much. 

CHAIRMAN: It is difficult to evaluate, but I 
think the consensus must have been that this was 
relatively mild. 

Puysician: Wouldn’t you think a cone was in- 
dicated if the biopsy was not definite ? 

Puysictan: Isn’t there some resistance among 
obstetricians about doing a cold cone? 

CoMMITTEE MEMBER: If it is important to es- 
tablish whether or not there is invasive cancer, I 
cannot see any reason against doing a conization. 
It is more difficult and more vascular, but it does 
not endanger the pregnancy. 

CHAIRMAN: To get back to this particular 
case, the patient was followed without further 
biopsy or smear for three months after a ques- 
tionable biopsy during pregnancy. Then she was 
followed for several weeks after delivery before 
a repeat smear was again “inconclusive.” Several 
weeks later a biopsy showed intraepithelial 
carcinoma with a question of invasion. It was a 
couple of months later before the patient was fi- 
nally diagnosed and treated. What comments do 
you have about this ? 
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COMMITTEE MEMBER: [| think the patient ended 
up with the correct diagnosis and the correct 
treatment in spite of, rather than because of, 
the handling of the case. Nothing was done from 
the time of biopsy in December to delivery. Then 
they fooled along and, finally, when the patient 
was pregnant again, they got around to making 
the diagnosis and giving treatment. Although the 
patient eventually got the right treatment, there 
was certainly institutional delay in following this 
patient. 

PrysIcIAN: The patient was twenty-six weeks 
pregnant at the time of the first biopsy. If they 
had waited for the biopsy sites to heal before do- 
ing a cone, the pregnancy would then have been 
about thirty weeks. Do you think this might have 
been a reason that the cone was not done? How 
long after a good biopsy do you think you should 
wait before doing a cone? 

COMMITTEE MEMBER: I personally think a few 
days is sufficient. 

PuysiciAN: A couple of years ago I heard 
this discussed at a pathology conference; the opin- 
ion was to wait until the biopsy sites had healed 
and all the inflammation had subsided. 

COMMITTEE MEMBER: That is certainly true 
ideally, but I do not think it is actually necessary 
to wait that long. Particularly in pregnancy, the 
more quickly the diagnosis is established, the bet- 
ter. With a question of invasion, I would go ahead 
and do a cone within a few days. 

PuysiciAN: In this particular case, the patient 
went from December 28, when a biopsy showed 
“intraepithelial carcinoma with possible invasion,” 
to term without further investigation. If the pa- 
tient had been coned after biopsy and the diag- 
nosis established as intraepithelial carcinoma, I 
do not think we could have any criticism of the 
follow-up of this patient. But this was not done, 
and all further follow was “supposing.” At the 
time of biopsy you could not tell whether the 
diagnosis was invasive cancer or not. 

CuaiRMAN: I think that is exactly the point. A 
definitive diagnosis was not made. 

Puysician: If there had been minimal inva- 
sion, what would you have done? 

COMMITTEE MEMBER: With minimal invasion 
I would have let her go to term and then re- 
biopsy. 

CHAIRMAN: In this case would you be influ- 
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enced at all by the fact that the patient was a 
gravida 5? 

CoMMITTEE MEMBER: Not at all. I would cone 
a first pregnancy as freely as the fifth, if indi- 
cated. 

PuysIciaAN: Suppose you have a case showing 
frank invasion and a twenty-six weeks pregnancy. 
Would you treat the patient at twenty-six weeks 
and not allow her to go to term? 

COMMITTEE MEMBER: With a first pregnancy 
I would not interrupt the pregnancy immediately. 
I would wait two or three weeks for a viable 
baby, then do a section, and then treat the 
carcinoma. 

PuysIcIAN: As a point of information, if in- 
vasive, would you do a hysterectomy ? 

CHAIRMAN: If you believe hysterectomy is 
the treatment for early invasive cancer, go ahead. 
At twenty-eight weeks it is possible to use radium 
—there is no danger to the baby at twenty-eight 
weeks—then do a section, followed by further 
radiation therapy. There are several alternatives, 
but I do not think we have the time now to go 
deeply into the matter of treatment. 

COMMITTEE MEMBER: | think we should clear 
up one point. The last part of the abstract notes 
that the diagnosis of carcinoma-in-situ was con- 
firmed, pregnancy estimated at eight weeks, and 
the patient had a modified Wertheim hysterecto- 
my. One might get the impression that the proper 
way to treat intraepithelial carcinoma in preg- 
nancy is by immediate hysterectomy. 

CHAIRMAN: That would certainly not hold 
true in all cases. In this case, the patient had gone 
through one pregnancy; this was the second time 
around with almost the whole pregnancy ahead. 

As I have said, it is an extremely difficult 
problem. Each case must be studied individually. 
It is necessary to look at the slides and look at 
the cervix, then decide. 

In classifying this case, do we agree that 
further procedures should have been done to es- 
tablish the definite diagnosis during pregnancy 
and in the postpartum period; therefore this is 
institutional delay? 

Vote: Institutional delay. 


The patient was a 63-year-old widow, 
gravida 2-0-0-2. She gave a history of men- 
opause after surgery in 1936. She had no 
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postmenopausal bleeding until May, 1960, 
when she had slight vaginal bleeding for one 
or two days. She consulted her physician; 
a pelvic examination was made, and she was 
told that she was “all right.” Some oral med- 
ication was prescribed. The patient says that 
she had no further bleeding until early De- 
cember, when she had moderately profuse 
bleeding for two days. She consulted her 
physician on December 11, was examined 
and referred to the hospital clinic. She was 
then seen in the clinic the following day and 
admitted to the hospital. 


Diagnosis: Carcinoma of the cervical 
stump, international classifica- 
tion, stage II b. 

Treatment: Electrosurgical excision of the 
cervical lesion and radiation 
therapy. 


CHAIRMAN: This physician did not reply to 
our request for further information, so we do not 
know the details of his examination. 

Since the patient apparently consulted the 
physician promptly, she is in the clear as far as 
delay is concerned. How about the physician? 

PuysiciaANn: Do we know if this physician made 
a speculum examination ? 


SECRETARY: He did, according to the informa- 
tion from the patient. 


Puysictan: This doctor made a pelvic exam- 
ination, which he apparently considered negative. 
The patient had had only one episode of bleed- 
ing, and she had no further bleeding for six 
months. I don’t see how you can have much criti- 
cism here. 

COMMITTEE MEMBER: But this was postmeno- 
pausal bleeding. Here is a 63-year-old woman 
who had had no periods following surgery thirty- 
five years ago. All of a sudden she starts to bleed. 
Any postmenopausal bleeding should be investi- 
gated. 

PuysicIAN: Do we know if a Papanicolaou 
smear was done? 

CHAIRMAN: This was not done as far as we 
know. 

PuysIciaN: Isn’t it possible that the patient 
did not have carcinoma in May? 


COMMITTEE MEMBER: It was almost certainly 
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there in May if it was a stage II b in early De- 
cember. 

CHAIRMAN: It would be extremely unusual for 
a patient to have a lesion which was staged as a 
!\I b, unless there was something there six months 
before. It could happen, but it would be extreme- 
ly rare. We consider that a lesion advances from 
« I toa II in about this time. 

PuysiciaNn: This patient is said to have had a 
urgical menopause thirty-five years ago, but we 
co not know whether she had a hysterectomy and 
ilateral salpingo-oophorectomy or just what was 
me. Could she have had a small amount of 
eeding of some functional type? She had one 
visode of bleeding and then no further bleeding 
six months. 
COMMITTEE MEMBER: This case points out that 
1e amount of bleeding is not important. It does 
ot make much difference how much or how lit- 
e the bleeding; any postmenopausal bleeding is 
nportant. 
CoM MITTEE 


the 
«mount, there should be no delay in determining 
ne cause. Even if a cervix appears to be normal, 
a smear and biopsy should be taken or a dilation, 
curettage and biopsy done if indicated. 

PHysIciAN: Isn’t it possible that a smear could 
be negative and the patient later proven to have 
carcinoma ? 

CHAIRMAN: A negative smear would not rule 
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out carcinoma of the endometrium. It is possible 
that you could get a negative cervical smear re- 
port and a positive biopsy. But if a smear is 
read by a competent cytologist you will get a 
high percentage of accuracy. 

PitysiciAN: The patient in this case was many 
years postmenopausal. The situation is different 
with a patient who has had no periods for six or 
eight months and then has some bleeding for a 
few days. Would you call this postmenopausal 
bleeding ? 

CHAIRMAN: This is a troublesome problem, 
for which I know of no rule of thumb to go by. 
If a patient has had no periods for six months, 
then has bleeding as in a normal period, with 
the usual accompanying symptoms of headache 
or not feeling well for a few days before, and if 
your examination is negative, I think you can 
have some confidence that this is a menstrual pe- 
riod. On the other hand, if the bleeding occurs 
without accompanying symptoms and the patient 
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| Classification: 


herself feels that this is something different, you 
have to consider this. You have to be guided by 
various things, such as the age of the patient and 
the length of time since the last normal period. I 
personally think a year is a good standard; some 
other gynecologists may not agree. If the interval 
since the last period is less than a year and the 
bleeding is as in a normal period, I think you 
are safe in postponing a dilatation and curettage, 
providing, of course, that examination, inspection 
of the cervix, and Papanicolaou smear are nega- 
tive. 

What do some of the rest of you think; do 
you agree with this ? 

COMMITTEE MEMBER: I agree if the examina- 
tion and smear are negative and the patient is 
less than 50 years of age. 


COMMITTEE MEMBER: If 55 or over, do a dila- 
tation and curettage immediately. 


PuysicIAN: Would there be any objection to 
doing a dilatation and curettage the first time, 
rather than waiting ? 

CHAIRMAN: If you are going to dot all the 7’s 
and cross all the ¢’s, I suppose you could, but it 
involves an anesthetic and a slight risk. I do not 
think you should do anything that is not necessary. 

Each case has to be evaluated individually, but 
if you want a rule established as to postmeno- 
pausal bleeding, twelve months without any bleed- 
ing is a pretty good rule. 


Cases to February 1, 1961 
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Dr. Andrews 


Dr. Glick 


Chest Conference Meeting at Memorial Hospital 


Charles Andrews, M.D., associate professor 
of medicine at the West Virginia University 
Medical School, was a recent speaker at the 
Medical-Surgical Chest Disease Conference 
held at Memorial Hospital, Cumberland. He 
was first introduced by L. Michael Glick, M.D. 

Dr. Andrews’ topic was “Mycotic Infections 
of the Lungs.” He brought out the following 
points: 

Deep mycotic infections most commonly 
enter the body through the pulmonary tract; 
consequently they are commonly mistaken 
for tuberculosis. They frequently accompany 
tuberculosis. 

Diagnosis of these pulmonary infections, as 
well as the less common skin and central nerv- 
ous system infections, depends first on an 
awareness of their possible existence and sec- 
ondarily upon laboratory methods. Appropri- 
ate skin tests should be carefully performed 
with all suspicious lung lesions. The culture 
of fungi is tedious, requiring implantation on 
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numerous media. Often the diagnosis can be 
established only by serological methods. In- 
terpretation of titer elevations requires great 
finesse. 

Despite the difficulty often encountered in 
establishing a diagnosis of mycotic infections, 
recent therapeutic advances with antimicrobial 
agents have made adequate evaluations in- 
creasingly more important. 


PHYSICIANS LECTURE 
AT POSTGRADUATE ASSEMBLY 
FOR NURSES 

Lewis Brings, M.D., gave the first in a 
series of lectures in the Postgraduate Assem 
bly, a refresher course presented by the faculty 
and medical staff of Sacred Heart Hospital for 
the benefit of all nurses. Dr. Brings discussed 
“Anatomy Review.” 

The second lecture, “Vascular Surgery,” 
was given by Earl Paul, M.D. Other speakers 
and topics during April were Calvin Hadidian, 
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M.D., on “Chest Surgery”; Robert Feddis, 
M.D., on “Orthopedic Surgery”; and Walter 
Himmler, M.D., on “Genitourinary Disease.” 


PERSONALS 


G. Overton Himmelwright, M.D., and L. 
Iouis Mould, M.D., were guest speakers at 
the recent educational program meetings of 
the Western Maryland Memorial Hospital 
Alumnae Association. Dr. Himmelwright’s 
topic was “Care and Study of Polio Patients,” 
ond Dr. Mould’s subject was “Cancer and Cancer 
( linic Patients.” 


Dr. and Mrs. James G. Stegmaier have re- 
turned to Cumberland after a three weeks stay 
at Daytona Beach, Florida. 

W. Royce Hodges, M.D., was guest speaker 
at a dinner meeting of the Medical Assistants 
of the Allegany-Garrett County Medical Asso- 
ciation, held at the Cumberland Country Club. 
His topic was “Flying Physicians.” 

Martin Rothstein, M.D., program chairman 
for the Frostburg Rotary Club, spoke at a re- 
cent meeting on the American Red Cross blood 
bank. He described the part it plays in the 
community and related it to the visit of the 
bloodmobile unit in Frostburg. 





Our March meeting was held at Carvel Hall, 
in Annapolis, on the fifteenth. After the usual 
cocktail hour and dinner, several guests were 
introduced. 


Mr. John Sargeant, executive secretary of 
the Medical and Chirurgical Faculty, brought 
the Society up to date on the various current 
activities of the Faculty. A short, interesting 
discussion by several members ensued. 

Several members expressed interest in and 
plan to attend the special course in closed 
chest cardiac resuscitation sponsored by the 
Heart Association of Maryland. 

The Society was invited to hear Dr. Eber- 
sole (CUSN) medical officer aboard the USS 
Nautilus, at the Naval Hospital, Annapolis, on 
March 31. 

John F. Hawkins, M.D., reported that the 
Ambulance Committee had held meetings with 
the ambulance companies. Many of the prob- | 
lems discussed were of a complex medico-legal 
character. Further meetings are scheduled to 
attempt to answer many important ques- 
tions. The Society recognizes the valuable 
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‘in the area of the Southern Medical Associatior 
for consideration for presentation at the nex 


work done by these crews and wishes to be of 
assistance. 

A motion was made and passed by nearly 
two to one majority that our delegate be in- 
structed to inform the Resolutions Committee 
of the State Society that the Anne Arundel 
County Medical Society opposes compulsory cov- 
erage of physicians under Social Security. 


sua 
The section of Ophthalmology and Ototaryngol- 


“ogy of the Southern Medical Association is now 







accepting papers by physicians of either s 


‘annual meeting, November 6 to 9, 1961, in Dallas, 
' Texas. 

The paper or an abstract should be sent to the 
‘Secretary, Albert G,. Esposito, M.D., Suite 
First Huntington National Bank B H 
‘ington, West Virginia, as s soon as possible. 










The Executive Board of the Baltimore City 
Medical Society, at its February 14 meeting, re- 
affirmed its approval but disclaimed sponsorship 
of the Baltimore Association of Medical Assist- 
ants. As part of its approval, it sanctioned the 
Association’s request to meet in Osler Hall if 
dates could be arranged without conflict. 

The thorny issue of specialty listing in the 
Yellow Pages came up for probing analysis. A 
letter in reply to the one in which the Executive 
Board “did not disapprove” of such listing on 
the part of ophthalmologists, asked for a prompt 
conference so that “all physicians” could be in- 
terviewed as to the type of listing they desire 
(and, presumably, the rates at which they will 
pay for it). One Board member recollected that 
the Yellow Pages are a separate commercial ven- 
ture and not part of the Telephone Company’s 
service. Such dramatic parlay of the slight con- 
cession given the ophthalmologists suggests what 
might happen if listings of further specialties is 
sanctioned. The legality of such advertising was 
questioned in view of the peculiarity and strin- 
gency of the Maryland Medical Practice Act, and 
a ruling will be sought before a reply is given. 
The publishers of the Yellow Pages, in this com- 
munication, have gone beyond the intent of the 
Executive Board. 

The Neuropsychiatric Section heartily endorsed 
the pilot project of providing home care for 
mentally disturbed patients. Before giving final 
sanction, however, the Executive Board decided 
to have its own hearing at the next meeting, when 
data from responsible officials will be collated. 
The obligations of the City Society for financial 
and other assistance are to be spelled out. 

The Baltimore Urban League has requested 
sponsorship of a “strengthening the family” proj- 
ect, embodying a “facts of life” conference, sched- 
uled for May. This project is to bring together 
parents and teen-age sons and daughters for a 
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supervised discussion of mutual problems. Twenty 
agencies and organizations having an interest 11 
family problems are being asked to cosponsor. 
Agency representatives will serve as leaders, r¢- 
source persons, and personal counsel. The Exect- 
tive Board felt that sponsorship, with implied 
financial and service responsibility, was not war- 
ranted. Also, the socio-economic area in whici 
the Baltimore Urban League operates, was not 
considered explicitly medical in scope, so that 
the City Medical Society would be out of place, 
although it is interested in the success of such 
work. Help by individual physicians in the pro- 
ceedings would be approved. 

Participation in projects for urban renewal, 
particularly in the Mount Vernon District, cur- 
rently rife in the press, was solicited by letter. 
Inasmuch as this is “not purely medical,” the 
Board agreed that the City Society should not 
participate as an organization. Those of its mem- 
bers who might be involved were perfectly free 
to participate as individuals in any way they felt 
called upon to. 

Cosponsorship of a two-day anesthesiology 
seminar, under the auspices of our own Section of 
Anesthesiology, jointly with Woman’s Hospital, 
Baltimore City Hospitals, Johns Hopkins Hos 
pital, The Maryland Society of Anesthesiology, 
and the Maryland Academy of General Practice, 
was approved. The requesting letter specified tha! 
no work or money would be required from the 
Baltimore City Medical Society. 

The AMA sent a notice about the Eighth 
National Conference on Physicians and Schools 
in Chicago, in March, sponsored by its Depart- 
ment of Education. This national conference pro- 
vides an opportunity for persons in education, 
medicine, and public health to discuss their re- 
sponsibilities regarding school health and to worl 
out ideas useful to comparable local groups. Since: 
the Baltimore City Medical Society has no cor 
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responding committee, the sending of a repre- 
sentative was deemed out of place. 

The abolition of the separate telephone num- 
ber for the Baltimore City Society and the com- 
bination of the City Society and the Faculty 
under the same listing, brought forth disapproval. 
It was the general feeling that the City Society 
should maintain its own telephone number, not 
caly for functional use, but to be used on pam- 
rhlets and letterhead for better identification. 
None of the officers was aware of the impending 
change until it was an accomplished fact. 

The scientific session at our March Third meet- 
iig set precedents. It started promptly at 8:30 and 
i introduced a presentation technique whereby 
tie two speakers alternated at agreeably frequent 
ittervals. The effect was somewhat similar to 
j ortions of television presentations. Many practi- 
toners were hopeful that this program might be 
the prototype for a new era in Society meetings. 

President Wainwright introduced Harry 
Schwachman, M.D., a Johns Hopkins graduate 
who migrated to Boston, where he is chief of the 
Division of Clinical Pathology in Children’s Hos- 
pital and associate clinical professor of pediatrics 
at Harvard University. Dr. Schwachman, in his 
pleasant voice, gave the modus operandi of the 
evening. He divided the topic, “Malabsorption 
Syndromes,” giving his co-panelist the first part. 

President Wainwright then introduced Al- 
bert I. Mendeloff, M.D., a Harvard graduate, 
Boston trained, who had migrated to Baltimore. 
Since 1955 he has been physician in chief at Sinai 
Hospital and associate professor of medicine at 
Johns Hopkins. 

Dr. Mendeloff sketched the background of mal- 
absorption. While laboratory data are necessary 
for thorough study, he declared that malabsorp- 
tion could be diagnosed by stool analysis. Any 
adult with less than 3,400 grams per day is ab- 
sorbing well. Some idea of underlying mecha- 
nisms could be gained by inspection of stool, gross 
and microscopic, without resorting to the intricate 
chemical analyses necessary in more elaborate 
study. 

Aided by simple, clear slides, Dr. Mendeloff 
outlined two types of malabsorption: that related 
to motor or absorptive defects and that caused by 
enzyme dysfunction. At autopsy four classes are 


generally found: that with no gross pathology, as 
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in celiac disease or idiopathic steatorrhea; that 
with gross pathology, as in regional enteritis, 
lymphatic neoplasia, or diverticulosis; postopera- 
tive, as in massive resection, blind loops, or short 
circuits; and finally, that with liver and pancreatic 
disease, obstructive, chronic pancreatic difficulties, 
and adult fibrocystic disease. 

Dr. Schwachman, in turn, talked about malab- 
sorption in children. He detailed at some length 
the “idiopathic celiac disease” of his earlier days, 
which has no single specific test and is character- 
ized by insidious onset, failure to gain weight, fre- 
quent loose stools and steatorrhea, polydipsia, and 
a characteristic personality and habitus which he 
illustrated. Usually appearing at about eight or 
nine months, it rarely occurs after age three or four 
and is reversible. Psychiatrists associate the dis- 
ease with a fairly standard maternal personality 
pattern of anxiety and compulsion. Dr. Schwach- 
man then compared celiac disease with cystic 
fibrosis, emphasizing the differential features. 

Dr. Mendeloff brought the focus again to adult 
syndromes. He reminded us of the distinction be- 
tween malabsorption and maldigestion. Adult poly- 
cystic disease, adult mucovicidosis, is being recog- 
nized more frequently, often in terms of other 
system involvement. He described a group of pa- 
tients with idiopathic emphysema, a third of whom 
had positive sweat tests. Chronic pancreatic in- 
sufficiency is of two types: one characterized by 
diarrhea, wasting, variable pain, liver disease, and 
often diabetes mellitus; the other, chronic relaps- 
ing pancreatitis, characterized by recurrent pain, 
jaundice, and peptic disease and often found in 
alcoholics and in narcotic addicts. 

Dr. Schwachman turned our attention’ to the 
tests employed in evaluating the malabsorption 
syndromes. These are chiefly determinations of 
stool fat, presence of trypsin, glucose tolerance, 
and vitamin A absorption. X-ray may reveal de- 
creased motility, bone age, and mineralization. 
Because the pancreas has tremendous reserve 
function, the interpretation of a single episode is 
difficult. Lowering of blood calcium and alkaline 
phosphatase frequently occurs. The prothrombin 
time, a measure of vitamin K absorption, may be 
reduced. Laboratory studies exclude such etiologic 
factors as duodenal disease, parasites, pyogenic 
bacteria, and tuberculosis. If congenital anomalies 
are excluded, the diagnosis of idiopathic steator- 
rhea can then be considered established. This 
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method was effective in the “pre-duodenal capsule 
era.” 

Positive results of the duodenal biopsy capsule 
make the aforementioned tests unnecessary. Fur- 
thermore, biopsy permits direct study of the duo- 
denal fluid. In cystic fibrosis, the viscosity is char- 
acteristically increased. Dr. Schwachman, in his 
own laboratory, he told us, uses olive oil as a safer 
and comparable substitute for secretin. 

Pancreatic function can be evaluated by plasma 
proline levels after a gelatin test meal, or any 
amino acid rise in the blood can be used. Mea- 
surement of trypsin content in stools has been 
simplified by a gelatin film digestion test that al- 
lows titering, so that quantitative variations can 
be followed. Since pancreatic function can be 
good in cystic fibrosis, the variations are signifi- 
cant. The sweat test is positive in 99 per cent of 
cystic fibrosis patients, a hypothyroid patient with 
cystic fibrosis providing his single negative re- 
sponse in the sweat test. The pilocarpine ionto- 
phoresis test is now preferred to the plate meth- 
od for screening and can be done with 50 milli- 
grams of sweat. Steroid administration does not 
alter the sweat test significantly. 

Dr. Mendeloff completed the symposium with 
a discussion of the therapeutic cornerstones. In 
celiac disease, hyperalimentation must be done for 
mass action. A loss of fat in the stool often in- 
duces physicians to reduce the fat in the diet, he 
noted. This is not necessarily a wise move, for 
his studies show that increasing the amount of fat 
in the diet does not increase the amount of fat 
lost in the stool. A gluten-free diet is most im- 
portant. Gluten from wheat, rye, and oats contains 
a polypeptide or gliadin fraction which apparently 
acts as an intracellular enzyme block. Corn gluten 
lacked this gliadin in some studies. Large amounts 
of folic acid, vitamin By,., and vitamin C are 
necessary in large amounts. Fat soluable vitamins, 
particularly vitamin K, should be given the bene- 
fit of mass action, together with calcium lactate 
and all tolerable fat. 


Hyperalimentation is equally necessary in pan- 
creatic insufficiency or cystic fibrosis. Pancreatic 
substance is lacking and must be added with meals 
or more often. Diabetes, often associated, must be 
controlled; alcoholism must be coped with. 


The question and answer period brought out 
that steroids, in small doses, were useful in hypo- 
adrenal states accompanying celiac disease. Bile 
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is necessary for effect in absorption of short chain 
fatty acids in difficulties high in the intestines. 
Enthusiasm for magnesium was reported. 

A business meeting followed. Carefully read 
minutes evoked no correction. New members were 
elected. The complete cancellation of the Febru- 
ary meeting, due to the snowstorm, was an- 
nounced. No business, old or new, was brought 
up; thus, after what is probably the shortest busi- 
ness session on record, the meeting was adjourned. 
After a hiatus of many months, Ellen resumed 
serving her coffee and doughnuts which were 
better than ever. 


The Executive Board, meeting on Tuesday, 
March 14, accepted the report of the Committee 
on Downtown Parking Problems. Its work hav- 
ing been accomplished, the committee was dis- 
missed with expressions of appreciation. 

The jurisdiction of the Faculty’s Liaison Com- 
mittee on Accreditation of Hospitals and Intern 
and Residency Training Programs was considered. 
Discussion of how far this committee could or 
should not go, what powers it did and did not have, 
and whence these powers were derived, brought out 
many ramifications and blind alleys. Its primary 
function, in the opinion of many, is to assist 
(small) hospitals, on request, in disputes or mis- 
understandings with the monolithic AMA or with 
the various boards and committees involved in 
the according of hospital training status. 

Two letters from associate members raised 
questions of retention of membership status. One 
was from a physician about to return to his 
foreign homeland, who wished to retain his associ- 
ation with the City Society because he had found 
it so rewarding. The Constitution specifies that 
active members may retain nonresident member- 
ship upon payment of dues, but no such pro- 
vision is made for associate members. The Board 
welcomed an opportunity to maintain good will 
and a friendly relationship in a foreign coun- 
try. The Secretary was directed to retain this 
physician’s name on the mailing list and to 
ask the Committee on Constitution and By-laws 
how we might create a “foreign friends” type 
of membership. 

The other associate member, by moving to an- 
other state, was no longer eligible for associate 
status. His insurance carrier had notified him that 
he no longer qualified for his insurance. He 
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wanted to know why he had been dropped, as 
he thought his dues had been paid. Since he was 
never an active member, he is not eligible for 
nonresident membership; nor is he entitled to 
further associate membership or as a member in 
the “foreign friends” category. 

The Committee on Medical Care of the State 
Planning Commission, in response to an inquiry 
about distribution of federal funds for care of 
the aged, indicated that fee-for-service remunera- 
tion is stipulated. The panel system, which the 
Baltimore City Welfare Department has hither- 
to employed, must be changed to bring the city 
disbursements in line with federal requirement. 

An interim report about specialty listing in the 
telephone directory is “status quo.” The Board of 
Medical Examiners has turned to the Attorney 
General for a decision as to whether such listing 
would conflict with Maryland's Medical Practice 
Act. 

No definitive answer has been received, at this 
writing, from our legal counsel as to the Society’s 
obligations, real or implied, with regard to ab- 


sentee voting. One finding was noted; viz. re- 
gardless ef whether a right for members of cor- 
porations to vote even if absent from a meeting 
may be inherent in Maryland law, the Medical 
and Chirurgical Faculty is a corporate body, while 
the Baltimore City Medical Society is not incor- 
porated. 

That a member of the City Society is sharing 
offices with a cultist was brought to the attention 
of the Executive Board. This is expressly con- 
trary to the AMA Code of Ethics, and a fact- 
finding investigation was ordered. 

The impressive record of the Student Ameri- 
can Medical Association chapter at the University 
of Maryland Medical School gratified the Execu- 
tive Board. Support of the Maryland chapter of 
the SAMA was renewed for the coming year 
under the same provisos: that it not be consid- 
ered a precedent binding in other years and that 
it not be construed as an indication of partiality 
between the schools, since only the one school 
has such an organization. 
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Charles H. Williams, M.D., will represent 
the Baltimore County Medical Association at 


Heart Association External 
Cardiac Resuscitation and Message Clinic. He 
has also been designated aviation medical ex- 
aminer for the Administrator of the Federal 
Aviation Agency, Region I. 

D. Delmas Caples, M.D., and J. Morris 
Reese, M.D., on behalf of the Association, pre- 
sented an engraved plaque to George C. Me- 
dairy, M.D., in recognition of his forty-one 
years of service to the profession, to the Asso- 
ciation, and to the mentally retarded children. 

George W. Smith, M.D., neurosurgeon from 
the Eugene Talmadge Memorial Hospital, 
Augusta, Georgia, addressed the Association 
on the treatment of tic douloureux and _ facial 
neuralgia with stilbamadine. This program was 


the American 
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supported by the Merck, Sharp and Dohme 
postgraduate program. 

The Doctors’ Day buffet, sponsored by the 
Womens’ Auxiliary to the Baltimore County 
Medical Association, was held April 9 at the 
Glyndon Women’s Club. 





PRACTICE FOR SALE 


Fully equipped five-room medical office with 
large residence adjoining. Situated on the 
Nanticoke River for boating and fishing. Com- 
munity has a local seafood packing industry 
with 300 employees. Mrs. Richard H. Saunders, 
Nanticoke, Maryland. Phone: TR 3-2115. 














FREDERICK COUNTY MEDICAL SOCIETY 
L. R. SCHOOLMAN, M.D. 


Journal Representative 


The regular March meeting of the Society 
was held at the Hotel Frederick on the twenty- 
first. The scientific part consisted of a filmed 
transcription of a closed circuit television sym- 
posium on “Clinical Experience with and Prac- 
tical Techniques for the Use of Enovid® in Ovu- 
lation Control,” conducted in New York City 
on January 18. 

During the business meeting Bernice G. 


Wedum, M.D., was welcomed as a new mem- 
ber. Dr. Wedum is a pediatric cardiologist asso- 
ciated with the Yater Clinic in the District of 
Columbia. The meeting was concluded with the 
reading of the resolutions to be presented to the 
House of Delegates at the annual meeting of 
the Medical Chi. Action on these resolutions was 
postponed until the April meeting. 


MONTGOMERY COUNTY MEDICAL SOCIETY 


CHARLES FARWELL, M.D. 
Journal Representative 


Dr. Curry and Dr. Savarese 


To Teach New Resuscitation Technique 


The techniques of closed chest massage will 
be demonstrated to Montgomery County phy- 
sicians in the near future by two of their col- 
leagues who attended a regional session in 
Richmond on March 13. John J. Curry, M.D., 
and Charles Savarese, M.D., members of the 
Medical Advisory Committee of the Montgom- 
ery County Tuberculosis and Heart Associa- 
tion, attended the training course as_ repre- 
the Association. The Richmond 
meeting was one of twenty half-day courses 
scheduled in nine cities throughout the United 
States by the American Heart Association to 
instruct physicians in the non-surgical method 
of restoring the beat to a stopped heart. 

This new technique, known as closed chest 
cardiac massage, was developed by a three- 
member team from the Johns Hopkins medical 
faculty: Dr. William B. Kouwenhoven, pro- 
fessor emeritus of electrical engineering; 
James R. Jude, M.D., resident in surgery ; and 
Guy G. Knickerbocker, assistant in surgery, 
who served as instructors in the course. 

Both Dr. Curry and Dr. Savarese plan to 
conduct similar teaching sessions for other 


sentatives of 
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physicians in Montgomery County. This same 
pattern will be followed in other communities 
with a view to spreading information about 
this new technique throughout the United 
States. 

The closed chest massage technique has at- 
tracted considerable attention since it was first 
reported in the Journal of the American Medical 
Association. Scores of newspapers and at least 
a half dozen major national magazines have fea- 
tured the method; two films and two television 
broadcasts as well as numerous professional pro- 
grams have been produced on the subject. Hun- 
dreds of requests for details have been addressed 
to the research team at Johns Hopkins. 


Speakers 


David Goldenberg, M.D. spoke to the Home- 
makers Club about heart ailments. 

Seruch T. Kimble, M.D., spoke to the Chevy 
Chase Republican Women’s Club on “Social 
Security and Medical Care for the Aged.” 

Julius S. Piver, M.D., addressed the Kip- 
linger Newsletter employees. His topic was 
“Cancer in Women.” 

Austin B. Rohrbaugh, M.D., spoke to the 
Suburban Nurses Club of Maryland on “New 
Procedures in Orthopedic Surgery.” 
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Charles J. Savarese, M.D., told the B’nai 
B’rith Youth Group about heart disease. 

Clarence H. Schilt, M.D., discussed ‘“Emo- 
tional Health of Children” at a PTA meeting. 

George Sharpe, M.D., discussed heart disease 
with the Business and Professional Women’s 
Club of Wheaton and with the PTA. 


()- 
Uv 


The president of the Montgomery County 
Tuberculosis and Heart Association, has an- 
nounced the awarding of a fellowship to Edgar 
L. Marston, M.D., of Silver Spring. Dr. Mars- 
ton’s fellowship is provided as a part of our 
professional education program, Mr. Slacum 
explained. “He will attend the postgraduate 
course on pulmonary function, sponsored by 
the American Trudeau Society, at Boston City 
Hospital. Dr. Marston is an associate in tho- 
racic surgery at the Washington Sanitarium, 
a member of the staff of the Washington Hos- 
pital Center, and a member of the American 
Heart Association. 

Robert A. Bier, M.D., is chairman of our 
Public Health and Medical Relations Commit- 
tee, which stressed the importance of tubercu- 
lin testing in adults and explained why the 
TB Association is taking part in this tubercu- 
lin testing project, which is partly research 
and partly educational and is of practical value 
in TB case finding. 

Our Society is considering a three-stage pro- 
gram to help physicians new in our county. 
Under this program, we will (1) invite him 





to join our Society, (2) offer the advice of a 
colleague in the same field of medicine to assist 
him in practical matters relating to establish- 
ing his practice, and (3) arrange for him to 
meet the people who render adjunct medical 
services. If our members enthusiastically par- 
ticipate in these three stages, we may con- 
sider lending the new doctor the necessary 
funds to establish his medical office in our 
county. 

A cancer forum was held, in which our 
physicians in general practice, thoracic sur- 
gery, radiology, pathology, general surgery, 
gynecology, and chemotherapy, participated. 

The Board of Education asked our Society 
for held in providing medical aid to injured 
employees. Serious difficulties had arisen when 
the Board of Education had tried posting and 
distributing the names of doctors on a closed 
panel. Our solution to their problem was the 
following procedure: 

1. Phone the employee’s physician. 

2. If unsuccessful, phone our Emergency 
Medical Call service. 

3. In urgent cases, transport the patient to 
the nearest hospital. This procedure has been 
proven practical and feasible for other work- 
men’s injuries, and we are confident that it 
will work well for the Montgomery County 
Board of Education. 

To celebrate Doctor’s Day the Woman’s 
Auxiliary invited us to a reception at a local 
country club. 


WASHINGTON COUNTY MEDICAL SOCIETY 


The Washington County Medical Society 
held its regular dinner meeting on March 16, 
1961, at the Western Maryland Chronic Disease 
Hospital. The guest speaker was Sumner Wood, 
Jr., M.D., chief, Department of Surgical Pa- 
thology at the Johns Hopkins Hospital. Dr. 
Wood showed a film and some excellent slides 
depicting the “Mechanism of Tumor Metas- 
tasis,” after which a question period ensued. 

Dalton M. Welty, M.D., presided over a short 
business meeting. Richard A. Young, M.D., 
chairman of the Public Relations Committee, 
told of the efforts of the Woman’s Auxiliary 
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JOHN D. TURCO, M.D. 
Journal Representative 


to the County Society to disseminate informa- 
tion about the medical profession, via radio and 
newspapers, in observance of Doctor’s Day. 

Doctor’s Day was celebrated March 30. The 
student nurses at the hospital gave each physi- 
cian a red carnation and served free donuts and 
coffee during the day. In the evening, the Wom- 
an’s Auxiliary held a dinner at the Fountain 
Head Country Club. Organ music, arranged 
by Dr. and Mrs. Archie Cohen, added an extra 
touch. Dalton M. Welty, M.D., was accorded 
the honor of being Doctor of the Year. 


267 








WICOMICO COUNTY MEDICAL SOCIETY 


At its March meeting, the Wicomico County 
Medical Society approved the establishment of 
the Blood Procurement Service (Blood Bank 
of the Eastern Shore), sponsored by the Lions 
Club. This will be the third of its kind in the 
country. 

The formation of a Del-Mar-Va Medical 
Council was approved in principle. The pur- 
pose of such a council would be to augment 
and implement at the local level the estab- 
lished policies of the American Medical Asso- 
ciation and of the respective state medical 
societies; i.e., Delaware, Maryland, and Virginia. 

The surgical staff proposed establishment of 
a thoracic surgery clinic, to be directed by 
Eugene J. Linberg, M.D., of University Hos- 
pital, Baltimore. This clinic would be con- 
ducted once a month at the local health de- 
partment. The Society favored establishment 
of such a clinic. 

The society voted to contribute $100.00 to 


the West Side Community Center at Nanti- 


GLADYS M. ALLEN, M.D. 
_Journal Representative 


coke, Maryland, 
Saunders, M.D. 
After the business meeting, James 
Woodson, manager of the local Social Se- 
curity Administration, introduced Mr. Lee 
Burton, chief of the Disability Determination 
Unit of the State Department of Education. 
Mr. Burton showed a film on “Old Age Dis- 
ability Examinations and Claims.” After 
which he discussed some of the problems 
which physicians meet in connection with 
these examinations. Mr. John Sargeant, ex- 
ecutive secretary of the Medical and Chirurgi- 
cal Faculty of Maryland, joined him in answer- 
ing questions from the audience. They 
emphasized that the responsibility of the doc- 
tor in determining the functional capacity and 
degree of impairment, pointing out that the 
medical report is the keystone of the disability 
decision. Evaluating the degree of disability, 
however, is the responsibility of the State 
Evaluation Board, not of the physician. 


in memory of Richard H. 





TIME: May 27, 1961 

PLACE: Clinical Center Auditorium, National 
—- of Health, Bethesda 14, Mary- 
an 


PROGRAM 


9-9:30 A.M. 
11:15 A.M. 


Registration 


Utero’ 


Wagner, 
11:35 A.M. 
Whipple’s Disease 
John H. Yardley, M.D. 
11:55 A.M. Some Observations 
in Dogs 
Werner U. Spitz, M.D. 
12:15 P.M. 
tivity 


ings 
Benito Monis, M.D. 





JOINT MEETING OF THE WASHINGTON SOCIETY OF PATHOLOGISTS AND THE 
PATHOLOGY SECTION OF THE BALTIMORE CITY MEDICAL SOCIETY 


The Pathologic Findings in an In- 
fant Receiving Lethal Radiation ‘In 


Lester a, M.D. and John A. 
Electron Microscopic Findings in 


Related to Ex- 
perimental Fresh Water Drowning 


Variations of Amino-Peptidase Ac- 
in Granulation Tissue and 
Serum of Rats During Wound Heal- 


Seminar on Obstetric and Gyneco- 
logic Pathology 
Moderator: William B. Ober, M.D., 
F.R.M.S., Knickerbocker Hospital, 
New York, ae 
Social Hour at Thompson's Sea 
Food Restaurant, Wisconsin 
Ave., Bethesda, Maryland 
Dinner at Thompson’s Sea Food 
Restaurant, 7935 Wisconsin Ave., 
Bethesda, Maryland 
Social and dinner $3.50 per person 
Send reservations and check, pay- 
able to Washington Society of Pa- 
oo. Inc., to Mrs. Catherine 
B. rter, Laboratory of eo we | 
ter Clinical Center, Room 2-A-29, 
Bethesda 14, Maryl and 
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Library 


Louise D. C. King, Librarian 


“Books shall be thy companions; bookcases and shelves, 
thy pleasure-nooks and gardens.” Ibn Tibbon 


FAREWELL 


F I AM NOT MISTAKEN, farewell is a con- 
| traction of fare thee well. I can think of no 
better caption for my last appearance on this 
page. To my readers, past and present, I should 
like to express my appreciation for your toler- 
ance during the last few years and to ask, as 
I retire, for your wholehearted support of the 
new librarian. I have an unbounded faith in the 
usefulness of the library to all of you, which | 
hope to see realized under the stimulus of new 
blood. 

Since man is not an island and gets nowhere 
solely by his own bootstraps, I should, indeed, 
be ungrateful did I not give homage where hom- 
age is due. To Marcia C. Noyes, who served 
many long years as librarian and “power behind 
the throne,” I am forever indebted. Her devo- 
tion to “The Place” was unquestionable, and her 
influence on me personally was profound. To Dr. 
John Ruhrah I also owe a great deal. His faith 
in the Library transcends his lifetime devotion, 
for he willed the library his fortune, to come to 
us in due time. It has been my good fortune to 
work with an unusually loyal and devoted staff 
and to have the cooperation and understanding 
of my immediate superiors. This makes the part- 
ing harder but the memories more precious. 
There are others, too numerous to mention, for 
man’s character is formed and institutions grow, 
as do the coral reefs, by infinitesimal accretion. 
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I can not say farewell without expressing my 
great pleasure in working with such a wonderful 
group of people. The service has been pitiably 
small, but the returns have been great. 

Fare thee well! and if forever, 
Still for ever FARE THEE WELL. 
Fare Thee Well 
Byron 


Departures are always painful to me and par- 
ticularly so on this occasion. One is immediately 
impressed with the stature of Miss King after 
observing her work and her valedictory. As the 
mantle of Elijah fell on the shoulder of Elisha, 
so the mantle of Miss Noyes fell on Miss King’s 
shoulders. Her dedication before was never in 
doubt but since has been all the more impressive. 
Her ideals are typified by the heroes and heroines 
that she respected. The Library has been her life. 
To borrow an expression from her final note, 
her spiritual imprint will transcend her lifetime 
devotion as far as the Library is concerned. It 
was our good fortune to have had her as a librar- 
ian in the past several years, the period during 
which the Library’s existence was threatened. 
Best wishes go with her, but her spirit will al- 
ways remain with the Library. 

Louis A. M. Krause, M.D. 
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MEDICAL ETHICS AND THE PRACTICE OF PATHOLOGY 


HE PRACTICE OF PATHOLOGY, because it is a relatively new specialty, presents 
| oe of medical ethics which many other specialty practices have 
avoided. Prior to the past few decades, most hospitals operated clinical labora- 
tories because pathologists were found only in the largest medical centers. These 
laboratories were generally supervised by a staff clinician as a supplementary duty. 
As pathologists became available, they were usually required to accept a salary to 
obtain a staff position. When Blue Cross was founded, laboratory services were 
included as hospital services. 

In recent years, with pathologists now on the staffs of all but the smallest 
hospitals, a growing concern has arisen about medical ethics. Although the prac- 
tice of pathology has been clearly defined by the AMA, the College of American 
Pathologists, and the Medical and Chirurgical Faculty of Maryland as the prac- 
tice of medicine, hospitals continue to offer laboratory services as hospital rather 
than medical services. The AMA further states that it is unethical for a third 
party to collect the medical fee of any practicing physician. Therefore, the manner 
in which this specialty developed, together with its insurance coverage, has brought 
about a situation in which pathologists are unable, in general, to practice medicine 
in hospitals in a manner consistent with the ethics of the medical societies to 
which they belong. 

The problem is further complicated by the recent publication by the American 
Hospital Association of a manual of principles dealing with hospital-physician 
relations which conflict in many respects with the ethics of organized medicine. 

The implications of this situation may have detrimental consequences for 
all private practicing physicians and for the quality of laboratory medicine. A 
recent attempt has been made to offer pathology and radiology services on an 
out-patient basis in hospital out-patient departments under Blue Cross. If this 
attempt had been successful, it is reasonable to presume that other medical services 
would soon follow. If Blue Cross extends coverage to all medical services in 
the out-patient departments of hospitals, this might lead ultimately to a cessation 
of medical practice in the physician’s private office. 

Ethics are necessary in the practice of medicine so that physicians can offer 
the highest quality of medical service to patients in the most economical manner. 
In order to practice this quality of medicine, physicians, regardless of specialty, 
must remain independent of hospitals, insurance companies, and other lay or- 
ganizations. If the private practice of medicine is to be preserved so that these 
high standards can be maintained, it is essential that all physicians be permitted 
to practice in an ethical manner and that the medical profession unite to prevent 
further encroachments on medical practice. 


EDITOR’S NOTE: We regret the error of a misplaced line of type, which obscured the 
meaning of this article as originally published in the March 1961 issue of the MARYLAND STATE 
MEDICAL JouRNAL. Because of the importance of this subject, we are reprinting the corrected 
article in its entirety. 
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A 42-year-old white male during 
the past several months has exper- 
ienced shortness of breath, some 
weight loss, and general weakness. 
In addition he has had chronic 
cough with some whitish sputum. 
There is no history of hemoptysis 
Recently he has noticed several 
“lumps” in the neck and a low 
grade intermittent temperature ele- 
vation. 


What is your diagnosis? 
Turn to page 282 for the answer. 


How Does Radiation 'Work''? 


ee EFFECT OF RADIATION in all substances, including living tissue, is medi- 


ated through the process of ionization. This process involves the displacement 
of an orbital electron from an atom of the substance, producing a negative ion (the 
electron) and a positive ion (the remaining portion of the atom). The roentgen is the 
internationally accepted unit of x-ray quantity and involves the amount of x- or 
gamma radiation that produces a certain quantity of these ion pairs as it passes 
through a small chamber of air which is at S.T.P. This further results in a small 
electrical charge which is measured. 

In addition, x- or gamma radiation is made up of photons or quanta of elec- 
tro-magnetic radiant energy, the same as ordinary light; but the energy or pene- 
trating power is, of course, much greater. The interaction of these photons pro- 
ducing ionization in tissue causes the radiation reaction during a course of super- 
ficial or deep radiation therapy. 

Instruments used in radiation detection and measurement are many. Some 
instruments measure the ion pairs produced by radiation and thus can be calibrated 
directly in roentgens. These are ionization chambers or meters. Other instruments 
measure the passage of individual rays but not necessarily the ions produced (Gei- 
ger counters or scintillation counters, for example), but have the advantage of 
greater sensitivity. They are useful in detecting small amounts of radiation. The 
density of films exposed to radiation can be calibrated in roentgens. This princi- 
ple is used in the “film badges” employed to check personnel protection. 

It can be concluded from this basic explanation that radiant energy can be 
precisely monitored, directed, and utilized. In articles to follow we will direct your 
attention to some of the uses of this medium to both diagnostic and therapeutic 
advantages. Through the understanding of the limitations and usefulness of any 
medical endeavor is the best interest of the patient served. 
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Confidential Section Added 





HE STATE HEALTH Department has added 
a its 1961 birth certificate a confidential 
medical report similar to that which has been in- 
cluded on certificates issued by Baltimore City 
for the past twelve years. A copy of the new 
certificate is reproduced herewith. 

The confidential medical report, which will not 
appear on certified copies of the birth certificate, 
will serve two purposes: 












































1. To provide data needed in the development 
of maternal and child health program standards 
and in the evaluation of program performance. 

2. To provide data needed in the investigation 
of relationships between factors in pregnancy 
and delivery and the subsequent health of the 
child. 

This revision of the birth certificate was ap- 
proved by the State Board of Health and en- 
dorsed by the Maternal and Child Welfare Com- 
mittee of the Medical and Chirurgical Faculty. 
Many other states have been using similar reports, 
and the hospitals in those areas have found them 
easy to prepare. Experience has shown that the 
reports provide much valuable data. 

The usual procedure in using such reports is 
for each source of information to routinely trans- 
mit the data for entry in the hospital record. One 
person in the maternity service is responsible for 























































































Department of Health 


SOSSHSHHSHHSESHEHHEHSHSHEHSHEHESHESHEHTHSHEHEHSHHSHEHEHEHSHEHHSSHSHSHHESHEHTHEHSHSHESHEHHEHSHSHSHEEHSHEHEHHSHHHTHEHESHEEHEHEHEEHEE 


301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Perry F. Prather, M.D., Director 





Telephone: VErnon 7-9000 


To Maryland Birth Certificate 


preparing the birth certificates from the hospital 
record. Answers to items 24 through 26, con- 
cerning prenatal care, can be obtained from the 
mother by a hospital nurse, along with the infor- 
mation the mother gives for the certificate itself. 
This information can be checked by the maternity 
service with data supplied by the attending physi- 
cian or prenatal clinic. Items 27 through 29 
(method of delivery, complications of pregnancy 
and labor, and abnormalities of infant) are the 
new items for which data must be supplied pri- 
marily by the physicians who have attended the 
mother and child. 

All physicians are urged to cooperate in the 
completion of the new certificates. If it is tem- 
porarily not possible to complete a particular item, 
the certificates should, of course, still be filed; 
however, it is hoped that physicians will make 
an earnest effort to promptly furnish all of the 
information needed from them. This data not 
only will play an important role in medical re- 
search and public health evaluation, but also will 
be of great value in providing needed medical 
care to individual mothers and children. The 
State Health Department is confident that physi- 
cians will appreciate the value of the new re- 
port and will continue to give their fine coopera- 
tion. 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — 301 W. PRESTON ST., BALTIMORE 1, MARYLAND 


CERTIFICATE OF LIVE BIRTH 


- PLACE OF BIRTH 2. USUAL RESIDENCE OF MOTHER (Where does mother live?) 
a. COUNTY a. STATE b. COUNTY 


MARYLAND 
b. CITY, TOWN, OR LOCATION c. CITY, TOWN, OR LOCATION 











c. NAME OF (If not in hospital, give street address) d. STREET ADDRESS 
HOSPITAL OR 
INSTITUTION 





d. IS PLACE OF BIRTH INSIDE CITY LIMITS? e. IS RESIDENCE INSIDE CITY LIMITS? f. IS RESIDENCE ON A FARM? 
yes 1) not] yes CT) Not) yes () No) 
3. CHILD'S NAME First Lost 














50. THIS BIRTH 5b. If Twin, or Triplet, Was Child Born Month Day Year 
SINGLE TWIN TRIPLET 
al O O ist FE 200 320 19 M. 


First Middle Lost 8. COLOR OR RACE 
WHITE NEGRO OTHER (Specify) 
yy “. 




















9. AGE (At time of this birth) 10. BIRTHPLACE (State or foreign country) Ilo. USUAL OCCUPATION . KIND OF BUSINESS OR INDUSTRY 


YEARS 


ge pre =F Middle 13. COLOR OR RACE 
WHITE NEGRO OTHER (Specify) 
sles = 














14. AGE (At time of this birth) 15. BIRTHPLACE (State or foreign country) 16. CHILDREN PREVIOUSLY BORN TO THIS MOTHER (Do Not Include This Child) 
a. How man b. How many other} c. How many other! d. Total 
YEARS other chi children were born children were stillborn evious 


: are now live but b dead after 20 i 
17. INFORMANT (Write “MOTHER™’, or give name and relationship to child) living? dead? pilates wae ouaeenea (sum pr a b,c.) 





























180.1 hereby certify 18b. ATTENDANT'S SIGNATURE 18. DATE SIGNED 


Le bs ee price m. 0.0) mibwiFe [) OTHER (Specify) 
orn alive on the date 
and hour stated above. 18d. ATTENDANT'S NAME ADDRESS (Street, city or town, state) 








(Type 
or print) 
19. GIVEN NAME ADDED 200. Rec'd By Registrar 20b. REGISTRAR'S SIGNATURE 








DATE BY STATE HEALTH DEPT. PER Dote 


THE SECTIONS BELOW WILL NOT APPEAR ON CERTIFIED COPIES OF THIS CERTIFICATE 
21. MOTHER'S NAME & ADDRESS FOR MAILING REGISTRATION NOTICE: 
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In case of more than one child at birth a separaie reiusu 


order stated for each child under item 5. 





____Do Nort Write in Tuts Space — Reserven For Covinc 
Item 22 Item 25 








CONFIDENTIAL MEDICAL REPORT 
(This section must be filled out and should not be detached. It will be used for medical and statistical purposes only.) 





GHT OF CHILD AT BIRTH 23. PAYMENT FOR HOSPITAL CARE FROM STATE AID 





Ibs. [ee sl 








STER OF FIRST PRENATAL VISIT 26. SOURCE(S) OF PRENATAL CARE 27. METHOD OF DELIVERY 


No prenatal care 1. None 1. Spontaneous 
First trimester y Private M.D. 2 Forceps, low 
—__. Second trimester 3. Hospital Clinic 3 Forceps, other 
__ Third trimester 4. _____. Health Dept. Clinic 4. Cesarean Section 
—__— Care, but trimester unknown 5. Other (Specify) 5. 
6 


)XIMATE NUMBER OF PRENATAL VISITS 


Breech extraction 








i Other (Specify) 














» “LICATIONS OF PREGNANCY AND LABOR 29. ABNORMALITIES OF INFANT 
—__. None ; Fever of 100.4° or more dur- 1. None 
ing labor or first 24 hrs. 
—____. Diabetes postportum. ; 3 First breathed more than 60 seconds after delivery 
—. Heart disease 8. Labor more than 24 hrs. 3. Erythroblastosis 
—_— Hypertension 9.____. Other (Specify) 4. Congenital malformations (Specify) 
—_. Tuberculosis 











—_. Blood loss requiring transfusion k Birth injury (Specify) 














6. Other (Specify) 














A PUBLIC HEALTH NURSE 
LOOKS AT TUBERCULOSIS CONTROL 


Frieda V. N. Laubach, R.N.* 


N BALTIMORE CITY, as in other areas of the 
| United States, the tuberculosis mortality rate 
has shown a steady decline, and the morbidity 
rate, an optimistic decline. When these statistics 
are compared with those from other large urban 
areas of comparable size, we find Baltimore rank- 
ing among the first in both case rate and death 
rate. This means that all of us need to increase 
our efforts and pool our resources, since the con- 
trol of tuberculosis should be the concern of every 
segment of the community. 

As public health nurses, our most important re- 
sponsibilities are to assist in case finding and to 
help patients who have been diagnosed to under- 
stand the disease and learn how to cope with it. 
Our nursing care, demonstrations, and teaching 
can help these patients accept treatment for them- 
selves, as well as the responsibility for protecting 
others from infection. We work with individuals 
and with families, but we recognize that the con- 
trol of any communicable disease is a community 
problem as well. Each nurse must remain vigilant 
to the hidden reservoirs of infection which still 
exist in our population. 

When the general public health nurse in Bal- 
timore pauses to review her case load, she expects 
to find a predominance of families whose primary 
problem is tuberculosis. If she examines the an- 
nual report of the Bureau of Public Health Nurs- 
ing, she will see that in 1959 she and her col- 
Baltimore 


*Senior Supervising Nurse, Tuberculosis, 


City- Health Department. 
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leagues made more than ten thousand home visits 
to these patients and their families for tubercu- 
losis alone. She will also find that the largest 
percentage of nursing time assigned to the staf- 
fing of any of the various health department 
clinics was devoted to teaching and counseling 
in the chest clinics. 

She knows, too, that these impressive facts 
do not completely reveal her efforts, that indi- 
rectly she has done still more. She has referred 
many individuals to their family physician or to 
private hospital clinics. She has remained aware 
of our major communicable disease problem as 
she made her maternity visits, her infant and pre- 
school health supervision visits, and her school vis- 
its. As she reviews her activities in relation to the 
community problem, the public health nurse may 
feel somewhat like the Red Queen in Lewis 
Carroll’s classic when she said: “Now, here, you 
see, it takes all the running you can do, to keep 
in the same place.” 

Today, tuberculosis patients are being given the 
best medical treatment that has ever been avail- 
able. In some ways this makes the nurse’s task 
easier. Certainly there is more to offer the pa- 
tient whether he enters the hospital or remains at 
home. Although some of these patients are at 
home only while awaiting admittance to the hos- 
pital, others are substituting home treatment for 
hospital treatment on their physician’s advice. In- 
cluded in this group are those patients who have 
been discharged from the hospital but who will 
need drug therapy for a long time. 

The shift from hospital to home care, the ex- 
tensive use of anti-microbial therapy, and pres- 
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ent diagnostic methods all influence nursing in 
one way or another. Basically, however, our local 
problem is such that the old tried and true prac- 
tice of identifying infectious cases, plus early 
medical treatment and education of the patient 
and his contacts to minimize the spread of infec- 
tion, is still our primary concern. This means 
that the nurse must intensify her individual ef- 
forts to assist in case finding programs. Experi- 
ence has demonstrated that persons who have 
been exposed to tuberculosis in a communicable 
stage are more apt to develop the disease. Emo- 
tional and social problems are concomitants of 
this disease. We need to remember that tubercu- 
losis is no longer exclusively a disease of young 
people. As we make our home visits and move 
about the community, we need to observe and 
listen for signs that may lead to investigation and 
examination of persons employed in hazardous in- 
dustries. Our responsibility as public health nurses 
is to be aware of these facts and to urge those 
persons who appear to have suspicious symptoms 
to seek counsel of their physicians. 

After the physician has made the diagnosis of 
tuberculosis, our task is to assist him, if he wishes, 
by helping the patient and his family to under- 
stand and accept the diagnosis. We like to call 
this patient education. Acceptance and under- 
standing of tuberculosis are often influenced and 
limited by such factors as home environment, 
personal behavior patterns, and educational back- 


CALENDAR 


>» Monday, May 15 ~ 
BALTIMORE CITY DENTAL SOCIETY 
6:20 P.M. Dinner 
Stafford Hotel 
8:30 P.M. Meeting 
1211 Cathedral Street 
» Wednesday, May 17 < 
THIRD ANNUAL CARDIAC SYMPOSIUM 
National Institutes of Health 
Sponsored by Medical Advisory Committee, Mont- 
gomery County Tuberculosis and Heart Associa- 
tion. 
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ground. If the disease is active but the patient 
feels fine, it is difficult for him to accept hos- 
pitalization. He needs help in understanding why 
he must take an active part in his treatment and 
recovery, why and how he should cover his nose 
and mouth when he coughs or sneezes, how he 
should dispose of the tissues used, and why he 
must take his prescribed medications faithfully. 

Teaching patients with tuberculosis does not 
differ fundamentally from any other form of 
health teaching, but the aim of such education 
is the remaking of an attitude, not the mere acqui- 
sition of such information as will suffice for the 
hour of need. Foundations must be slowly and 
thoroughly laid, so that building will be for the 
future as well as for the present. 

Examination of household contacts and close 
associates is a major aspect of tuberculosis con- 
trol. The public health nurse has the responsibility 
of locating such individuals, referring them to 
their physician or a chest clinic for medical eval- 
uation, and encouraging continuous medical su- 
pervision as indicated. 

Finally, we realize that tuberculosis control 
often involves many individuals and organizations, 
which means that we all must make a concerted 
effort to bridge the barriers that frequently block 
communications between agencies and between 
the interested health workers. Only through co- 
ordinated effort will we achieve progress in the 
reduction and control of this disease. 
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> Monday, June 12 < 


SACRED HEART HOSPITAL 
MEDICAL STAFF ‘ 
11:30 A.M. 
School of Nursing 
Bellevue Street, Cumberland 


» Wednesday, June 14 < 


MARYLAND SOCIETY FOR 
MENTALLY RETARDED CHILDREN 
’ GREATER BALTIMORE CHAPTER 
8:15 P.M., 2525 Kirk Avenue 
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TUBERCULOUS PERICARDITIS 


A Problem 


In Diagnosis 


Left: The standard chest x-ray shows enlargement of the cardiac density. Center: Film taken for comparison with the scanogram. 
Right: The scanogram indicates that the cardiac chambers are not enlarged and reveals a decided gap between heart shadow 
and liver shadow. On operation, the patient was proven to have tuberculous pericarditis with effusion. 





ECAUSE OF THE progress in the medical and 
B surgical management of tuberculous peri- 
carditis made in the past ten years, it is easy to 
overlook the fact that establishing the diagnosis 
still poses a considerable problem. This is true 
both for the existence of pericarditis itself and 
for establishment of the etiologic cause of the 
pericarditis once the topographic fact of its exist- 
ence has been established. 

Certain features of the medical history and ex- 
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amination may lead one to believe that peri- 
carditis with or without effusion may exist as 
the cause of cardiomegaly in a given case. Veri- 
fying this fact, however, is sometimes difficult; 
the electrocardiographic and __ roentgenologic 
changes are not always conclusive. Pericardio- 
centesis, if it yields fluid, will establish the diag- 
nosis, but failure to obtain fluid or a preference 
not to attempt a tap calls for some other means of 
establishing the diagnosis. Three methods are 
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presently available, all of which depend upon the 
introduction of contrast material into the cardiac 
chambers. 

Angiocardiography, utilizing radio-opaque con- 
trast material, such as 70 per cent Diodrast®, may 
demonstrate the presence of a thick or thin wall 
about the right auricle. A thick wall implies the 
existence of fluid or thickened pericardium; a 
thin wall points strongly away from a pericardial 
lesion (1). 

A similar contrasting effect can be achieved 
by the intravenous injection of pure CO:. With 
the patient placed in the left lateral decubitus po- 
sition, 50 to 100 cubic centimeters of COs is in- 
jected rapidly. The degree of thickening of the 
cardiac border shadow above the gas-fluid level 
allows an estimate of the presence or absence of 
pericardial effusion or thickening. In contrast to 
the lethal consequences of air embolism when 
air enters the venous system, even large doses of 
COz have proven strikingly free of untoward ef- 
fect in rigorous animal experiments (2). 

The third method is illustrated here. A radio- 


active substance, such as radioactive human serum 
albumin tagged with 1"*? (RISA), is administered 
intravenously, and the chest is scanned to record 
its activity. Comparison of the scanogram with a 


film offers an estimate of ventricular size and of 
the thickness of the density about the heart. The 
thickness of the radioactive-free area between the 
liver and the heart is also informative in this re- 
gard. McAfee and Wagner, at Hopkins, have 
been impressed with the effectiveness and rela- 
tive ease of this method (3, 4). 

The etiologic cause of the effusion will then 
need to be solved. The likelihood of demonstrat- 
ing tubercle bacillus on smear of aspirated fluid is 
remote. Culture of the fluid is frequently not re- 
warding and, at best, requires three to six weeks 
of culture time. Needle biopsy of the pericardium, 
although possible (5), is not technically practical. 
“Small” surgical biopsy more often fails to yield 
tissue demonstrating a specific pathologic change. 
If a granulomatous reaction characteristic of tu- 
berculosis is demonstrated, this is well and good, 
but a nonspecific inflammatory or fibrous change 
is not a strong point against tuberculosis. Per- 
haps a wiser choice in this regard is to explore not 
only the pericardium, but the mediastinum for 
the presence of diseased lymph nodes which may 
show changes characteristic of tuberculosis. Di- 
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rect extension from mediastinal lymph nodes to 
pericardium is the usual sequence in the patho- 
genesis of tuberculous pericarditis. Exploration 
of the mediastinum may, therefore, prove fruit- 
ful when tuberculosis is suspected, especially if 
the X-ray shows any suggestion of mediastinal 
lymph node enlargement. Scalene lymph node bi- 
opsy might be of value in certain cases of tuber- 
culous pericarditis, but there is little information 
concerning this approach. 

A clearcut need to establish the diagnosis exists, 
since specific chemotherapy for tuberculous peri- 
carditis is not only lifesaving but may prevent 
the late consequence of constrictive pericar- 
ditis (6). 
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Western Health District Building Ils Dedicated 


EDICATION CEREMONIES for the new West- 
D ern Health District building, at 700 West 
Lombard Street, took place on March 18. Par- 
ticipating in the ceremonies, presided over by the 
Commissioner of Health, were Mayor J. Harold 
Grady; Dr. Wilson H. Elkins, president of the 
University of Maryland; William S. Stone, M.D., 
dean of the University of Maryland School of 
Medicine; Charles W. Wainwright, M.D., pres- 
ident of the Baltimore City Medical Society; Mr. 
Lad F. Grapski, director of the University Hos- 
pital; Charles F. Wilinsky, M.D., formerly as- 
sistant health commissioner of Boston and past 
president of both the American Public Health 
Association and the American Hospital Associa- 
tion; George Entwisle, M.D., professor of pre- 
ventive medicine and rehabilitation of the Uni- 
versity of Maryland School of Medicine; and 
Wilson M. Wing, M.D., health officer of the 
Western Health District. The invocation was by 
The Reverend Walter G. Arkell, of the historic 
Westminster Church, and the benediction was by 
The Reverend Anthony J. Dubinskas, of St. 
Peter the Apostle Church. 

Among the chief City Health Department serv- 
ices provided on an immediate neighborhood basis 
in or through the new Western Health District 
building are the following: 

1. Health supervision of mothers and young 
children through prenatal and well baby 
clinics and by home visits of public health 
nurses. 

2. Provision of school health services to public 


and parochial schools with related home visits 
by public health nurses. 

. Control of communicable diseases through 
inoculation clinics against smallpox, polio- 
myelitis, diphtheria, typhoid fever, whooping 
cough, and tetanus and through clinics for 
the diagnosis and treatment of tuberculosis 
and the venereal diseases. 

. Provision of special clinic services for men- 
tal hygiene, dental care, and eye and ear 
services for school age children. 

. Consultation and active collaboration with 
practicing physicians in relation to all public 
health matters. 

6. Consultation with the University of Mary- 
land Schools of Medicine, Nursing, Den- 
tistry, and Pharmacy on all public health 
matters. 

. Collaboration with the Schools of Medicine, 
Nursing, and Dentistry of the University of 
Maryland in the teaching of students. Stu- 
dents work under supervision in well baby 
and dental treatment clinics and in field pub- 
lic health work. 

. Diagnosis and referral for appropriate treat- 
ment of cases of lung cancer and _ heart 
disease. 

9. Wide dissemination of health information 
and health education materials. 

Physicians interested in learning more about 
any of the above services may visit Dr. Wing 
at the new building or telephone him at VErnon 
7-2710. 


Hc Atdngl Willinsrs-, NP 


Commissioner of Health 
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MRS. NORMAN OLIVER 


Zara Oliver, of Silver 
Spring, is the new presi- 
dent of the Woman’s Aux- 
iliary to the Medical and 
Chirurgical Faculty of 
Maryland. She is a past 
president of the Auxiliary 
in Montgomery County, 
where she has held other 
offices and chairmanships. 
She is also an associate 
member of the Woman’s 
Auxiliary to the Medical 
Society of the District of 
Columbia. 

Mrs. Oliver was born 
in New York City. She 
studied at the Leonardo 
da Vinci Art School and 
the National Academy of 
Design in New York, then 
taught arts and crafts in 
the city schools. 

Dr. and Mrs. Oliver 
were married in 1941. 
After World War II, they 
moved to Silver Spring, 
where Dr. Oliver opened 
his office for private prac- 
tice. They have three boys 
and two girls, ranging in 
age from 4 to 17. 

As part of her commun- 
ity service, Zara Oliver 
worked on various drives. 
She was chairman for the 
Woodside Area of the sus- 
taining fund drive for the 
National Symphony Or- 
chestra. She is also a 
member of the Highland 
Fling Investment Club. 

Her hobbies are paint- 
ing, gardening, bowling 
and swimming. 


Medical and Chirurgical Faculty 


MRS. E. RODERICK SHIPLEY Auxiliary Editor 





Woman's Auxiliary 
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INAUGURATION ADDRESS 


HE SUPPORT OF the American way of life and the heritage of 
pi epee medicine are primary objectives of our organization, 
but we must remember that these are not static entities that we are 
supporting. Our government has been meeting challenges and adapting 
to them with each new frontier. American medicine has not only been 
responsible for innovations, but has been quick to adapt to successful 
innovations in measures of health. This capacity for adapting to change 
has probably been one of our country’s greatest weapons in world 
politics, and we must be constantly alert to the changing needs of 
our times. 

We are constituted as an auxiliary to the Medical and Chirurgical 
Faculty of the State of Maryland, dedicated to the promotion of social 
welfare and to the assistance of medical science. Today the medical 
profession is subject to a deluge of poor medical information. It 
behooves us as a medical auxiliary and as individual physicians’ wives 
to have accurate and timely information of current health problems 
and legislation. 

One of the most serious problems facing the American medical 
profession today is the diminishing number of able medical students. 
Not only is the ratio of applicants and enrollees decreasing, but the 
quality of the student is decreasing. We must, therefore, support pro- 
grams to aid qualified students financially, such as the American 
Medical Education Fund. We must also support programs to interest 
young students in a medical career. Such a program serves a dual 
purpose in that it supplies intelligent personnel for research programs 
and, at the same time, encourages top flight high school students to 
seek a career in medicine. Pilot programs have already begun in some 
communities, and the results have been encouraging. 

Daily, we are subjected to problems of earth-shaking significance. 
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We shall be better able to cope with these problems if we can show 
well organized programs at home. By the support of community pro- 
grams for assistance in the homes, such as the homemakers, assistance 
to the aged, and, of special local significance, water safety, not only 
will we be of assistance to our own people, but we will set an example 
for others. We should be aware of the availability of aid and guidance 
in the needs of our community from local medical and welfare organ- 
izations, and we should be ready to assist these organizations in any 
way we can. 

It is not enough to be charitable; we must be prepared to support 
educational programs which will render people self-sufficient. Although 
our first obligation is to assist our husbands, we must also use our 
talents to meet the public need and to seek out those among us who 
have talents which can be of public service. 


Mrs. Norman Oliver 


Introducing 


Our County Presidents 


INCE THE ORGANIZATION of the Woman’s Auxiliary to the Washington 
S County Medical Society, in 1950, Esther Cohen has been a busy member. 
She was treasurer for two years and chairman of the Mental Health Committee 
for two years. 

Born in Wisconsin, Esther studied home economics at the state university, 
where she was awarded a Bachelor of Science. She completed her internship 
requirements at the Johns Hopkins Hospital and remained on the staff as thera- 
peutic dietitian. Soon afterward she became chief dietitian at Sinai Hospital. 
There she met and married the resident in OB-GYN, Archie R. Cohen. 

During the war years, Mrs. Cohen answered the urgent call for teachers 
by teaching therapeutic dietetics at the School of Nursing of the Washington 
County Hospital. She did this for eight years; however, she still contributes a 
great deal of her time and mental resources to the hospital by doing volunteer 
work and serving on the board of the Woman’s Auxiliary to the Washington 
County Hospital. 

Dr. and Mrs. Cohen live in Clear Spring. They have one son, who is a first 
year medical student. 

Esther Cohen is active in the affairs of her rural community. She has 
been president of the Clear Spring Volunteer Fire Company for many years 
and has been nutrition chairman for the Washington County Council of Home- 
makers. 
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SPECIAL REVIEW 


Congenital Malformations of the Heart, vol. 2, 
Specific Malformations. Helen B. Taussig, M.D. 
Cambridge, Harvard University Press, 1960. 

This volume should rightfully take its place among 
the outstanding texts and reference books on con- 
genital heart disease. Within this compendium is con- 
tained a wealth of clinical experience of one of the 
pioneers in congenital heart disease in this country. 

The organization of the material is such that each 
separate entity is discussed in terms of its embryology, 
etiology, pathology, and physiology. The clinical, radio- 
logic, and electrocardiographic aspects are discussed 
in detail, as well as the differential diagnosis, prog- 
nosis, and treatment. The salient features are then 
summarized in a concise paragraph. 

There are abundant, well reproduced x-rays and 
electrocardiograms, as well as excellent pathological 
drawings and photographs. A frequently used sche- 
matic cardiovascular drawing clearly illustrates the 
physiology of each malformation. 

Although references are abundant at the end of 
each chapter, they are of more value in selecting key 
historical developments in congenital heart disease than 
in documenting current trends. 

Especially unique is a Visual Index at the end of 
the book to identify the various malformations by 
picture summaries. 

The pediatrician and internist alike will find this 
book most useful when dealing with a congenital heart 
disease. The medical student will profit from a rich 
clinical experience accurately depicted. 


Robert T. Singleton, M.D. 











Occupational Diseases and Industrial Medicine, Ruth- 
erford T. Johnstone, M.D., and Seward E. Miller, 
M.D., Philadelphia, W. B. Saunders, 1960. 

Part I of this book covers the broad spectrum of 
industrial medicine. Here is found information about 
the multiple facets of medical practice as they relate 
to industry and to our industrial society. Part I], 
covering the diagnosis of occupational diseases, is 
devoted to the clinical approach to occupational 
diseases, 


Atlas of Obstetric Technic. Robert J. Willson, 
M.D. St. Louis, The C. V. Mosby Company, 1961. 

Management of normal and abnormal labor and de- 
livery is lucidly covered by means of step by step draw- 
ings and succinct discussion. The focus of the atlas is 
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upon the maneuvers which may be necessary to com- 
plete delivery at or near term. The mechanisms of spon- 
taneous labor and normal delivery are illustrated exten- 
sively, as are the procedures currently employed in com- 
plicated labors and abnormal presentations of the fetus. 
While the excellent drawings have minimized the need 
for explanatory text, the atlas is more than a picture 
book of operations, Detailed management of complicated 
labors is described, indications and contraindications for 
each operative procedure are discussed, appropriate 
anesthetic techniques are recommended, and postoperative 
management is considered. 





SPECIAL REVIEW 


Diseases of the Newborn, Alexander J. Schaffer, 
M.D., with a section on Neonatal Cardiology by 
Milton Markowitz, M.D. Philadelphia, W. B. 
Saunders Co., 1960. 

This 878-page book is a reflection of the acumen, 
imagination, humility, and expertness of its author, 
who, by this work, has made a permanent and in- 
valuable contribution and advance in favor of the 
newborn. The text is well and entertainingly written, 
and the book is beautifully illustrated. Its contents 
will be of value to all responsible for the care of 
newborn infants. 


Ray Hepner, M.D. 











Obstetrics (ed. 12), J. P. Greenhill, M.D., Philadel- 
phia, W. B. Saunders Company, 1960. 

Edited from the original text by Joseph B. DeLee, 
M.D., this edition is completely up to date. None of 
the five editions edited by Dr. Greenhill since the 
death of Dr. DeLee have lost any of the spirit and 
inspiration of the original work. 


Current Therapy—1961. Edited by Howard F. Conn, 
M.D. Philadelphia, W. B. Saunders Company, 1961. 

For the thirteenth consecutive year Current Therapy 
has assembled the latest information in medical treat- 
ment as advocated by recognized authorities in their re- 
spective fields. Each contribution is a brief, to-the-point 
description of the author’s present methods of treating 
a specific disease. 


The Office Assistant in Medical Practice, Carol 
Towner and Portia M. Frederick, Philadelphia, W. 
B. Saunders Company, 1960. 

This book is a MUST for every physician’s Girl 
Friday. Those who attended the First Medical Office 
Assistant’s Training Session in Baltimore will find 
much of the book reminiscent of Miss Towner’s 
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entertaining ard informative talk, which proved to be 
the high spot of the program. The book covers every 
conceivable subject of value to both the novice and 
the veteran medical office assistant, 


Current Surgical Management II, John H. Mulhol- 
land, M.D., Edwin H. Ellison, M.D., and Stanley 
R. Friesen, M.D., Philadelphia, W. B. Saunders Com- 
pany, 1960. 

This is not a second volume, but rather an exten- 
sion of the first. Full appreciation of the discussions 
must be realized only in the context of the material 
presented in the first volume. This book is composed 
primarily of alternative viewpoints on controversial 
surgical problems, 


Office Diagnosis, Paul Williamson, M.D., Philadel- 
phia, W. B. Saunders Company, 1960. 

This book has been conceived as a new approach 
to the problems of practical office diagnosis. It is 
a series of articles designed to be helpful today and 
tomorrow. As far as can be ascertained, this is the 
first work on practical office diagnosis. 


The Modern Treatment of Asthma (ed. 2), Bristol, 
England, John Wright & Sons, Ltd., 1960. 

This book has been thoroughly revised to replace 
the obsolete first edition. Its purpose is merely to 
inform the general practitioner about the current 
status of asthma; it does ‘not delve into the latest 
developments in allergic research, 


Medical, Surgical, and Gynecological Complications 
of Pregnancy, by the Staff of Mount Sinai Hospital, 
New York, Baltimore, Williams and Wilkins Com- 
pany, 1960. 

This volume is not intended as a substitute for the 
several excellent standard textbooks on obstetrics. It 
is intended, however, to be a valuable supplement to 
them. It is a comprehensive and well-rounded book 
dealing with the complications of pregnancy. 


Synopsis of Pathology (ed. 5), W. A. D. Anderson, 
M.D., St. Louis, The C. V. Mosby Company, 1960. 

A concise and comprehensive presentation of 
pathology, this edition is well organized and contains 
a large amount of new material, 


Cardiovascular Dynamics, ed. 2. Robert F. Rushmer, 
M.D. Philadelphia, W. B. Saunders Company, 1961. 

The components of the cardiovascular system are pre- 
sented in terms of their structure, function, and control 
under normal conditions, followed by consideration of 
the changes induced by common disease states. This edi- 
tion is an extensive revision, enlargement, and reorgani- 
zation of a book previously published under the title 
Cardiac Diagnosis: A Physiologic Approach. It is de- 
signed as a text for students of the cardiovascular system 
in the broadest sense, not as a handbook for the prac- 
tice of cardiology. 
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Newly Licensed Physicians 


At reciprocity meetings on January 20 
and March 3, 1961, the Board of Medi- 
cal Examiners licensed the following 
physicians to practice medicine and sur- 
gery in Maryland. 


Bagby, Garlick Hugh, Arkansas 
Baker, Horace Powell, North Carolina 
Barsman, Jack, Ohio 

Battiata, Salvatore, National Board 
Blacker, Harry Martin, Nebraska 
Brown, Bertram S., National Board 


Butler, DeRuyter Augustine, District of 
Columbia 


Cairo, Armon Anthony, National Board 
Chodoff, Paul, Pennsylvania 

Clark, John Wilson, Pennsylvania 
Cotlove, Ernest, National Board 

Due, Dora Zoraida, Texas 

Feeley, James William, Jr., National Board 
Gettes, Norton Isaac, National Board 
Glew, Donald Henry, Jr., National Board 
Greenberg, Harry Lee, Virginia 
Hendlich, Milton Gelernter, New Jersey 
Huse, Maureen Hannah, California 
Kaminstein, Philip, National Board 
Leone, Russell Samuel, New York 
Loughrin, Harry Joseph, Michigan 
McClellan, Betty Jane, Arkansas 

Novin, Neil, National Board 

Perez, Eugene Reyes, California 

Pollen, Richard H., National Board 
Sitomer, Gerald, National Board 
Schoenhals, Charles Erb, Michigan 
Snider, Thomas Wilkes, Arkansas 
Stevens, Harold, Michigan 

Stuart, Marjorie Shaw, District of Columbia 


Summerfield, Lawrence David, District of 
Columbia 


Vicas, Benedict, Connecticut 

Weiner, Leslie, National Board 
Weinstein, Gerald Edwin, National Board 
Weiss, Harold, National Board 








Case of the Month X-Ray Diagnosis: 


Cavitating Hodgkin’s disease 
with bilateral pulmonary infiltra- 
tion. Note the fluid containing cav- 
ity in the anterior segment of the 
right upper lobe. In addition note 
the hilar and mediastinal adeno- 
pathy. 
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HEN OUR ANCESTORS left Europe to escape 
\ \ oppression of various sorts and to build 
new homes in a new country where they could 
enjoy “life, liberty, and the pursuit of happiness,” 
little did they imagine that their descendants 
would one day lose, little by little, the freedoms 
they had established and, would be looking for the 
same escape which they had sought in Europe. 

That is just what has happened, however. Eu- 
ropean ideologies have been brought to this coun- 
try and are gradually supplanting the fundamental 
concepts on which this great country was founded. 
The situation has become so bad that many of 
our fine youngsters, whom the Washington “do- 
gooders” have not been able to indoctrinate, are 
looking for some place else to go. Such places 
are now hard to find. 

It is no wonder that an ambitious young man, 
eager to stand on his own feet, is casting his eyes 
about for a new country. He is disgusted by the 
hordes of people who would rather stay on re- 
lief than work. I know of a summer resort area 
where the residents used to work in the hotels 
four months of each year and at some other occu- 
pation during the rest of the year. Now they 
work in the hotels during the summer and ac- 
cept unemployment compensation the rest of the 
year. 

Furthermore, a premium has been put on ille- 
gitimacy in this country. No wonder! The more 
illegitimate children a woman has, the greater the 
federal largess. In one county in Maryland there 
are more illegitimate infants born each year than 
there are boys and girls who graduate from high 
school. Disreputable women make a profit from 
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illegitimacy, and the Federal Government is be- 
hind this program. What has become of our 
standards of decency and morality ? 

Douglas MacArthur said that only those are 
fit to live who are not afraid to die. It could be 
added that only those are fit to enjoy the fruits 
of the earth who are not afraid to put their 
shoulders to the wheel to produce them. Instead 
of this philosophy, our government is encourag- 
ing sloth and parasitism. A large percentage of 
our people who should be active and productive 
are content (and are being encouraged to be con- 
tent) to live on the fruits of the labor of others. 

William Alexander Percy, in his delightful 
novel “Lanterns on the Levee,” said: “Leveling 
down’s the fashion now, but I remember the 
bright spires—they caught the light first and held 
it longest.” If we ever forget the bright spires, 
we shall become a nation of lowgrade uniform 
mediocrity, which God forbid! 

Samuel Gompers wrote that “professional So- 
cialism accompanies instability of judgment or 
intellectual undependability caused by inability to 
recognize facts.” 

The High Priests in Washington are not even 
professional Socialists; yet they are not only will- 
ing, but eager, to sacrifice the liberty of one hun- 
dred and seventy-five million Americans on the al- 
tar of political greed and expediency. In 1948 they 
tried to ram the National Compulsory Health In- 
surance Bill down the throats of the American 
people in one choking dose. It has become evident 
even to these wishful thinkers that this cannot 
be done; so they have decided, if not with intelli- 
gence, at least with a species of low cunning 
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common to these gentry, to break the pill up into 
small bits, dip the bits in a chocolate coating of 
seemingly harmless legislation, and offer them one 
by one until the whole pill is swallowed. Unless 
these efforts are checked promptly and effectively, 
we may soon find ourselves substituting the word 
liberty for love in the little poem at the head of 
this article and repeating those lines in bitterness 
and self reproach. 

The last Congress passed the Kerr-Mills Bill, 
which provides medical care for everyone over 
65 who needs help by means of a federal-state 
matching program. Some states have already im- 
plemented this program, and all the other states, 
except one, are in the process of doing so. This 
bill provides for administration of the program 
on a local (state and county) level, which is as 
it should be. Local self-government is the founda- 
tion of democracy. 

The present Congress is now reviving the old 
Forand Bill (now called the King Bill), which 
would give free hospitalization and nursing care 
(and some medical services) to all people over 65 
years of age who have social security, whether 
they need it or not. This bill, if enacted, would 
be administered solely from Washington. The 
local people would have no say in the matter. Is 
this democracy or dictatorship ? 

Fifty per cent of people over 65 have some 
form of health insurance. This type of insurance 
is constantly being expanded and the coverage 
being made broader. Forty-seven of sixty-nine 
Blue Shield plans accept individuals (not groups) 
over 65 regardless of employment or state of 
health. More plans are expected to follow suit 
soon. For those individuals without insurance or 
other means, the Kerr-Mills Act is the answer. 

What, then, is the reason for reviving the For- 
and Bill? It is obviously a political maneuver to 
start socializing medicine. A well known apostle 
of socialism, when asked why include in the bill 
people over 65 who have plenty of means, re- 
plied, “Because they won’t spend it prudently.” 
He also said that this bill was simply “to get a 
foot in the door and then expand.” It is obvious, 
then, that this is the attempt of the Welfare 
State to introduce the entering wedge of socialized 
medicine. 

This is a dangerous approach, because many 
sound-thinking people will not be looking for the 
Ubangi in the cordwood and will not spot the 
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subterfuge until it has become law. Once it has 
become law, it will be impossible to get it off the 
books. In spite of the fact that Great Britain and 
New Zealand have elected conservative govern- 
ments, their socialist laws are still on the books. 

Those of us who oppose such bills as the For- 
and Bill (or King Bill; a skunk cabbage by any 
other name would smell as bad) are often chided 
for not offering a substitute. Is not the fact that 
the American people have the best medical serv- 
ice in the world enough answer? What further 
substitute do they want? (It is true that medicine 
is not free in this country; neither are cosmetics, 
tobacco, or liquor, which cost the people a great 
deal more money than medical care does.) Are 
not the Ten Commandments replete with “Thou 
Shalt Nots’? Does anyone want to chide Moses 
or the Almighty for this negative approach? Is it 
not sufficient (and correct) to oppose evil because 
it is evil? Suppose the Federal government 
adopted rape as the national policy. (They are 
already raping all thrifty and industrious people 
of a large part of their earnings in order to sup- 
port their nefarious socialistic schemes.) In order 
to oppose such a policy, would one be obliged to 
offer mayhem or housebreaking as a substitute ? 

The socialists and near-socialists taunt us by 
asking what we are for. If we haven’t made it 
abundantly clear, let’s restate our position. The 
main thing we are for is individual freedom. This 
is what our forefathers stood for and what we still 
stand for. We are for charity for those who need 
it, but not on a compulsory basis. We are for the 
right to be an individual, to be master of our own 
destiny, not to be merely an automaton who 
jumps when someone in Washington pulls the 
strings. We are against anything which opposes 
these principles. We agree with Holmes Alex- 
ander that work and wealth are two sides of the 
same coin. 

We strongly believe that the present retirement 
laws are absurd. The late William H. Welch 
retired from the chair of pathology at Johns 
Hopkins at the age of 68. He then organized the 
Johns Hopkins School of Hygiene, which he di- 
rected for some years. At 76 he gave this up, 
whereupon he organized and directed the Insti- 
tute of the History of Medicine. He was as 
brilliant and effective as ever and did not retire 
until illness overtook him at the age of 82. This is 
in sharp contrast with the usual procedure. With 
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one hand society does everything possible to ex- 
tend the life of man; with the other it writes him 
off as useless because of the date of his birth. 

Someone recently said that the service you 
render is the rent you pay for the space you occu- 
py. Should not one be allowed to continue that 
service in order to pay his rent as long as he is 
fit? Huxley spoke of that 
ized experience of the human race, which we call 
knowledge of various kinds. What a shame to dis- 
sipate that knowledge and experience at the age 
of 65? Halsted remained active in teaching and 
research and was as stimulating as ever until he 
died at the age of 70. 

Susan Ertz said that millions long for immor- 
tality who do not know what to do with them- 
selves on a rainy Sunday afternoon. We have mil- 
lions in this country yearning for “security,” who 
are not willing to do anything themselves to earn 
it and do not know what to do with it (except 
loaf) when they get it. 

We must remember that only the productive 


immense capital- 


can be strong and only the strong can be free. 

Oliver Goldsmith hit the nail on the head when 
he said: 

Ill fares the land, to hast’ning ills a prey, 

Where wealth accumulates, and men decay; 

Princes and lords may flourish, or may fade; 

A breath can make them, as a breath has made; 

But a bold peasantry, their country’s pride, 

When once destroy'd, can never be supplied. 

It can hardly be said that we ever hada peasant- 
ry in this country, as was the case in Europe. We 
did have and still have a bold and strong working 
class, however. I know from my experience with 
hundreds of them as patients that they still want 
to be self reliant and independent. Our labor 
leaders and our government are striving to make 
them dependent automatons. We should preserve 
them while there is still a chance. 

Gone are the days when one would rather be 
right than president. Can we retrieve them? | 
don’t know, but we can try. 

“Dulce et decorum est pro patria mori” (It is 
sweet and proper to die for one’s country), said 
Horace. Now the fashion seems to be that our 
country should die for us, and that is just what it 
is doing, little by little. History has shown many 
examples of the decline of great nations because 
of the eroding effects of socialism. Neither Greece 
nor Rome fell because of external enemies. Be- 
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cause of the internal decay produced by socialism, 
their people became soft, just as our people are 
becoming soft. I personally noted the difference 
in the attitude of the average soldier in World 
War I from that of World War II. In World 
War I, no man who went to France expected to 
come home until the war was over, however long 
that might be; in World War II, men by the thou- 
sands claimed, after one short island campaign in 
the Pacific, that they had done their duty and 
should be sent home. 

“Death is not rare, nor is it of ultimate import- 
ance. Heroism is both.” 

Some people say we are fighting a losing battle. 
An old Chinese proverb suggests that when rape 
is inevitable, relax and enjoy it. There are many 
doctors who say that socialized medicine is com- 
ing, so why not accept it as inevitable? I do not 
believe that the majority of the people in this 
country wants it. They are too levelheaded, too 
full of common sense. I believe that we can win 
if we fight, but fight we must. The forces against 
us are determined and well organized. We must 
be just as determined and we must become or- 
ganized. All of us should write to our congress- 
men and urge our nonmedical friends to do the 
same. 

Even if we had not the chance of the pro- 
verbial snowball of winning, our sense of right 
our belief in the eternal verities should 
make us keep up the fight. Marshall Pilsudski 
said, “To be vanquished and not surrender, that 
is victory.” I do not believe that we shall be van- 
quished, but even if we were certain to be, we 
should never give up the fight. Remember the old 
Roman of whom it was said. “Lux extincta lucet” 
(The light extinguished still shines). If we con- 
tinue to fight for right, our light will so shine 
that after we are dead posterity, will be proud 
of us. I close with the words of that fine Canadian 
doctor, John McCrae, who died in action in World 
War I: 


and 


Take up our quarrel with the foe! 

To you from failing hands we throw 

The torch; be yours to hold it high. 

If ye break faith with us who die 

We shall not sleep, though poppies grow 
In Flanders fields. 


1014 St. Paul Street 
Baltimore 2, Maryland 
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The Calculation of 


A DIABETIC DIET 


Ruth L. Dyson* 


PEN HE TREATMENT of a diabetes mellitus pa- 

| tient can be performed adequately only by 
balancing three main factors: diet, insulin, and 
exercise. 

In most respects, the Recommended Dietary 
Allowances of the National Research Council (1) 
apply to the diabetic patient. There is little evi- 
dence that the stabilized, well-controlled diabetic 
patient has increased nutritional needs. 

In the calculation of a diabetic diet, the calorie 
needs of the patient are usually the first con- 
sideration. The caloric requirements depend on 
many factors, such as sex, age, activity, and cli- 
mate. Caloric allowances recommended by the 
National Research Council may be excessive for 
many urban, sedentary workers. For middle-aged 
adult diabetics, initial caloric provision of thirty 
to thirty-five calories per kilogram of ideal body 
weight has proven satisfactory. This may be in- 
creased to forty to fifty calories per kilogram in 
nutritionally depleted or extremely active young 
patients. If obesity accompanies the diabetes, in- 
takes of twenty to twenty-five calories per kilo- 
gram of ideal weight and lower may be used for 
weight reduction (2). 

As recommended by the National Research 
Council, the minimum amount of protein in the 
diet should be 1 gram per kilogram of ideal body 
weight, which totals about fifteen to twenty per 
cent of the total daily calories. An increased 
amount of protein is recommended for diabetic 
children and adolescents. 

Many dietary surveys indicate that fat con- 
tributes about forty per cent of the total calories 
in the American diet. More research studies are 
needed to determine whether a lower fat intake 


* Assistant Professor of Nutrition, School of Nursing, 
University of Maryland. Project of Diet Therapy Sec- 
tion of the Maryland Dietetic Association. 
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or a higher intake of unsaturated fatty acids will 
help delay the onset of atherosclerosis in non- 
diabetic and diabetic patients. Some physicians 
hold that until additional information is forth- 
coming, the overall average caloric intake from 
fat should not exceed thirty-five or forty per 
cent (3). 

For diabetic patients, about forty per cent of 
the total daily calories should be in the form of 
carbohydrates. A helpful shortcut to arriving at 
such a carbohydrate intake is to provide as grams 
of carbohydrate a figure which is one-tenth of 
the total calories. For a 2,000 calorie diet, this 
would provide 200 grams of carbohydrate. It is 
preferable not to reduce the carbohydrate con- 
tent below 125 grams on low-calorie intakes (2). 

In 1950, through the combined efforts of the 
American Dietetic Association, the American 
Diabetes Association, and the Diabetes Branch of 
the United States Public Health Service, the fol- 
lowing data were prepared: a set of food values 
for figuring diabetic diets, a short method for 
calculating the diet, and several lists of foods of 
similar food value which were called food ex- 
change lists (4). Further information on food 
exchange lists are available from some pharma- 
ceutical companies. 

The accompanying tables and commentary 
were in part prepared by Elizabeth K. Caso, a 
member of the above committee, in the hope that 
they would be of help to the physician in pre- 
scribing a diet for diabetic patients (5). 

Selection of the Dietary Prescription 

A DIETARY PRESCRIPTION is based on the ca- 
4 & loric needs of the patient. Caloric require- 
ments are influenced by present weight in rela- 
tion to desirable weight, activity, and body size. 
It is recommended that the desirable weight table 
be used and that an appraisal be made of the 
usual amount of activity in which the patient is 
involved. From this, select the dietary prescrip- 
tion best suited for the patient. 

The selection of the dietary prescription for 
children is more difficult than for adults. Suffi- 
cient calories must be supplied for proper growth 
and development and to meet energy needs. Diets 
for children at different ages and with different 


caloric requirements can easily be developed by 
adding additional amounts of food exchanges, 
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Height below 5’ 


6” Height above 5’6” 





Weight and Activity Caloric 
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Caloric Corresponding 























Prescription Meal Plan No. Prescription Meal Plan No. 
Ideal Weight 
Sedentary 1800 2 2200 4 
Moderately active 2600 8 3000 9 
Very active 3000 9 3500 ys 
Overweight 
Sedentary 1200-1500 lor 2 1500-1800 2 or 3 
Moderately active 1800 x 2200 4 
Very active 2200 4 2600 8 
CHILDREN 
Caloric Corresponding 
Age of Child Prescription Meal Plan Number 
About 8 years 1800 5 
10 to 12 years and girls 13 to 18 years 2600 6 
Boys 13 to 18 years 3500 y 
CALORIC LEVELS OF SAMPLE MEALS FOR DIABETICS 
Carbohydrate Protein Fat Energy 
Meal Plan (gm.) (gm.) (gm.) (Calories) 
is 125 60 50 1200 
2, 150 70 70 1500 
x Fe 180 80 80 1800 
4. 220 90 100 2200 
5.* 180 80 80 1800 
6.* 250 100 130 2600 
Y ia 370 140 165 3500 
8. 250 115 130 2600 
o. 300 120 145 3000 


*Planned particularly for children. 





especially the Bread and Meat Exchanges (Lists 
4 and 5), which provide approximately 70 calo- 
Ties per exchange. 

A periodic check-up is the only way to de- 
termine whether the prescribed diet is meeting 
or exceeding the caloric needs of the patient. On 
the basis of this observation, adjustments in the 
caloric level of the diet may be needed. 

The composition of a diabetic diet no longer 


REFERENCES 





differs greatly from that of a nondiabetic. The 
ability of the physician to distribute the daily 
carbohydrate in various ways perrhits the physi- 
cian to overcome the deficiencies of insulin prepa- 
rations. The techniques of dietary education have 
been greatly simplified, and more education ma- 
terials are available, thus aiding both the phy- 
sician and the patient in the management of 
diabetes mellitus. 


University of Maryland School of Nursing 
Baltimore 1, Maryland 


1. Recommended Dietary Allowances, Revised 1958. 3. Jackson, R. L.: J.A.M A. 168:44 (Sept. 6) 1958. 
Publication 589, National Academy of Sciences, Na- 4. Caso, E. K.: J. Amer. Diet. Ass. 26:575. (Aug.) 
tional Research Council, Food and Nutrition Board. 1950. 


2 


Daughaday, W. H. 


J.A.M.A. 167:859 (June 14) 
1958. , 


un 


Caso, E. K.: J. Amer. Diet. Ass. 32:929 (Oct.) 1956. 


Please contact the Diet Therapy section chairman of the Maryland Dietetic 
Association of any interest in therapeutic diets. This committee is endeavoring 
to clarify various phases of diet therapy in this manner. 






QD A IAA 
DAL INVIVKJKAE 


IL Al -~-Y AD TAALCAIT 
rIcALIP Ve ARK | ME] Vi 


Western Health District Building ls Dedicated 


EDICATION CEREMONIES for the new West- 
D ern Health District building, at 700 West 
Lombard Street, took place on March 18. Par- 
ticipating in the ceremonies, presided over by the 
Commissioner of Health, were Mayor J. Harold 
Grady; Dr. Wilson H. Elkins, president of the 
University of Maryland; William S. Stone, M.D., 
dean of the University of Maryland School of 
Medicine; Charles W. Wainwright, M.D., pres- 
ident of the Baltimore City Medical Society; Mr. 
Lad F. Grapski, director of the University Hos- 
pital; Charles F. Wilinsky, M.D., formerly as- 
sistant health commissioner of Boston and past 
president of both the American Public Health 
Association and the American Hospital Associa- 
tion; George Entwisle, M.D., professor of pre- 
ventive medicine and rehabilitation of the Uni- 
versity of Maryland School of Medicine; and 
Wilson M. Wing, M.D., health officer of the 
Western Health District. The invocation was by 
The Reverend Walter G. Arkell, of the historic 
Westminster Church, and the benediction was by 
The Reverend Anthony J. Dubinskas, of St. 
Peter the Apostle Church. 

Among the chief City Health Department serv- 
ices provided on an immediate neighborhood basis 
in or through the new Western Health District 
building are the following: 

1. Health supervision of mothers and young 
children through prenatal and well baby 
clinics and by home visits of public health 
nurses. 

2. Provision of school health services to public 


and parochial schools with related home visits 
by public health nurses. 

. Control of communicable diseases through 
inoculation clinics against smallpox, polio- 
myelitis, diphtheria, typhoid fever, whooping 
cough, and tetanus and through clinics for 
the diagnosis and treatment of tuberculosis 
and the venereal diseases. 

. Provision of special clinic services for men- 
tal hygiene, dental care, and eye and ear 
services for school age children. 

. Consultation .and active collaboration with 
practicing physicians in relation to all public 
health matters. 

6. Consultation with the University of Mary- 
land Schools of Medicine, Nursing, Den- 
tistry, and Pharmacy on all public health 
matters. 

. Collaboration with the Schools of Medicine, 
Nursing, and Dentistry of the University of 
Maryland in the teaching of students. Stu- 
dents work under supervision in well baby 
and dental treatment clinics and in field pub- 
lic health work. 

. Diagnosis and referral for appropriate treat- 
ment of cases of lung cancer and _ heart 
disease. 

9. Wide dissemination of health information 
and health education materials. 

Physicians interested in learning more about 
any of the above services may visit Dr. Wing 
at the new building or telephone him at VErnon 
7-2710. 


hres pet Wilbinssre-, NY 


Commissioner of Health 
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MRS. NORMAN OLIVER 


Zara Oliver, of Silver 
Spring, is the new presi- 
dent of the Woman’s Aux- 
iliary to the Medical and 
Chirurgical Faculty of 
Maryland. She is a past 
president of the Auxiliary 
in Montgomery County, 
where she has held other 


offices and chairmanships. 


She is also an associate 
member of the Woman’s 
Auxiliary to the Medical 
Society of the District of 
Columbia. 

Mrs. Oliver was born 
in New York City. She 
studied at the Leonardo 
da Vinci Art School and 
the National Academy of 
Design in New York, then 
taught arts and crafts in 
the city schools. . 

Dr. and Mrs. Oliver 
were married in 1941. 
After World War II, they 
moved to Silver Spring, 
where Dr. Oliver opened 
his office for private prac- 
tice. They have three boys 
and two girls, ranging in 
age from 4 to 17. 

As part of her commun- 
ity service, Zara Oliver 
worked on various drives. 
She was chairman for the 
Woodside Area of the sus- 
taining fund drive for the 
National Symphony Or- 
chestra. She is also a 
member of the Highland 
Fling Investment Club. 

Her hobbies are paint- 
ing, gardening, bowling 
and swimming. 


Medical and Chirurgical Faculty 


MRS. E. RODERICK SHIPLEY Auxiliary Editor 


Woman's Auxiliary 
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INAUGURATION ADDRESS 


HE SUPPORT OF the American way of life and the heritage of 
pea medicine are primary objectives of our organization, 
but we must remember that these are not static entities that we are 
supporting. Our government has been meeting challenges and adapting 
to them with each new frontier. American medicine has not only been 
responsible for innovations, but has been quick to adapt to successful 
innovations in measures of health. This capacity for adapting to change 
has probably been one of our country’s greatest weapons in world 
politics, and we must be constantly alert to the changing needs of 
our times. 

We are constituted as an auxiliary to the Medical and Chirurgical 
Faculty of the State of Maryland, dedicated to the promotion of social 
welfare and to the assistance of medical science. Today the medical 
profession is subject to a deluge of poor medical information. It 
behooves us as a medical auxiliary and as individual physicians’ wives 
to have accurate and timely information of~Current health problems 
and legislation. 

One of the most serious problems facing the American medical 
profession today is the diminishing number of able medical students. 
Not only is the ratio of applicants and enrollees decreasing, but the 
quality of the student is decreasing: We must, therefore, support pro- 
grams to aid qualified students financially, such as the American 
Medical Education Fund. We must also support programs to interest 
young students in a medical career. Such a program serves a dual 
purpose in that it supplies intelligent personnel for research programs 
and, at the same time, encourages top flight high school students to 
seek a career in medicine. Pilot programs have already begun in some 
communities, and the results have been encouraging. 

Daily, we are subjected to problems of earth-shaking significance. 
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We shall be better able to cope with these problems if we can show 
well organized programs at home. By the support of community pro- 
grams for assistance in the homes, such as the homemakers, assistance 
to the aged, and, of special local significance, water safety, not only 
will we be of assistance to our own people, but we will set an example 
for others. We should be aware of the availability of aid and guidance 
in the needs of our community from local medical and welfare organ- 
izations, and we should be ready to assist these organizations in any 
way we can. 

It is not enough to be charitable; we must be prepared to support 
educational programs which will render people self-sufficient. Although 
our first obligation is to assist our husbands, we must also use our 
talents to meet the public need and to seek out those among us who 
have talents which can be of public service. 


Mrs. Norman Oliver 


Introducing 


Our County Presidents 


INCE THE ORGANIZATION of the Woman’s Auxiliary to the Washington 
S County Medical Society, in 1950, Esther Cohen has been a busy member. 
She was treasurer for two years and chairman of the Mental Health Committee 
for two years. 

Born in Wisconsin, Esther studied home economics at the state university, 
where she was awarded a Bachelor of Science. She completed her internship 
requirements at the Johns Hopkins Hospital and remained on the staff as thera- 
peutic dietitian. Soon afterward she became chief dietitian at Sinai Hospital. 
There she met and married the resident in OB-GYN, Archie R. Cohen. 

During the war years, Mrs. Cohen answered the urgent call for teachers 
by teaching therapeutic dietetics at the School of Nursing of the Washington 
County Hospital. She did this for eight years; however, she still contributes a 
great deal of her time and mental resources to the hospital by doing volunteer 
work and serving on the board of the Woman’s Auxiliary to the Washington 
County Hospital. 

Dr. and Mrs. Cohen live in Clear Spring. They have one son, who is a first 
year medical student. 

Esther Cohen is active in the affairs of her rural community. She has 
been president of the Clear Spring Volunteer Fire Company for many years 
and has been nutrition chairman for the Washington County Council of Home- 
makers. 
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SPECIAL REVIEW 


Congenital Malformations of the Heart, vol. 2, 
Specific Malformations. Helen B. Taussig, M.D. 
Cambridge, Harvard University Press, 1960. 

This volume should rightfully take its place among 
| the outstanding texts and reference books on con- 
genital heart disease. Within this compendium is con- 
| tained a wealth of clinical experience of one of the 
pioneers in congenital heart disease in this country. 

The organization of the material is such that each 
separate entity is discussed in terms of its embryology, 
etiology, pathology, and physiology. The clinical, radio- 
logic, and electrocardiographic aspects are discussed 
in detail, as well as the differential diagnosis, prog- 
nosis, and treatment. The salient features are then 
summarized in a concise paragraph. 

There are abundant, well reproduced x-rays and 
electrocardiograms, as well as excellent pathological 
drawings and photographs. A frequently used sche- 
matic cardiovascular drawing clearly illustrates the 
physiology of each malformation. 

Although references are abundant at the end of 
each chapter, they are of more value in selecting key 
historical developments in congenital heart disease than 
in documenting current trends. 

Especially unique is a Visual Index at the end of 
the book to identify the various malformations by 
picture summaries. 

The pediatrician and internist alike will find this 
book most useful when dealing with a congenital heart 
disease. The medical student will profit from a rich 
clinical experience accurately depicted. 


Robert T. Singleton, M.D. 











Occupational Diseases and Industrial Medicine, Ruth- 
erford T. Johnstone, M.D., and Seward E. Miller, 
M.D., Philadelphia, W. B. Saunders, 1960. 

Part I of this book covers the broad spectrum of 
industrial medicine. Here is found information about 
the multiple facets of medical practice as they relate 
to industry and to our industrial society. Part I], 
covering the diagnosis of occupational diseases, is 
devoted to the clinical approach to occupational 
diseases. 


Atlas of Obstetric Technic. Robert J. Willson, 
M.D. St. Louis, The C. V. Mosby Company, 1961. 

Management of normal and abnormal labor and de- 
livery is lucidly covered by means of step by step draw- 
ings and succinct discussion. The focus of the atlas is 
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upon the maneuvers which may be necessary to com- 
plete delivery at or near term. The mechanisms of spon- 
taneous labor and normal delivery are illustrated exten- 
sively, as are the procedures currently employed in com- 
plicated labors and abnormal presentations of the fetus. 
While the excellent drawings have minimized the need 
for explanatory text, the atlas is more than a picture 
book of operations. Detailed management of complicated 
labors is described, indications and contraindications for 
each operative procedure are discussed, appropriate 
anesthetic techniques are recommended, and postoperative 
management is considered. 





SPECIAL REVIEW 


Diseases of the Newborn, Alexander J. Schaffer, 
M.D., with a section on Neonatal Cardiology by 
Milton Markowitz, M.D. Philadelphia, W. B. 
Saunders Co., 1960. 

This 878-page book is a reflection of the acumen, 
imagination, humility, and expertness of its author, 
who, by this work, has made a permanent and in- 
valuable contribution and advance in favor of the 
newborn. The text is well and entertainingly written, 
and the book is beautifully illustrated. Its contents 
will be of value to all responsible for the care of 
newborn infants. 


Ray Hepner, M.D. 











Obstetrics (ed. 12), J. P. Greenhill, M.D., Philadel- 
phia, W. B. Saunders Company, 1960. 

Edited from the original text by Joseph B. DeLee, 
M.D., this edition is completely up to date. None of 
the five editions edited by Dr. Greenhill since the 
death of Dr. DeLee have lost,any of the spirit and 
inspiration of the original —work. 


Current Therapy—1961. Edited by Howard F. Conn, 
M.D. Philadelphia, W. B. Saunders Company, 1961. 

For the thirteenth consecutive year Current Therapy 
has assembled the latest information in medical treat- 
ment as advocated by recognized authorities in their re- 
spective fields. Each contribution is a brief, to-the-point 
description of the author’s present methods of treating 
a specific disease. 


The Office Assistant in Medical Practice, Carol 
Towner and Portia M. Frederick, Philadelphia, W. 
B. Saunders Company, 1960. 

This book is a MUST for every physician’s Girl 
Friday.. Those who attended the First Medical Office 
Assistant’s Training Session in Baltimore will find 
much of the book reminiscent of Miss Towner’s 
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entertaining ard informative talk, which proved to be 
the high spot of the program, The book covers every 
conceivable subject of value to both the novice and 
the veteran medical office assistant, 


Current Surgical Management II, John H. Mulhol- 
land, M.D., Edwin H. Ellison, M.D., and Stanley 
R. Friesen, M.D., Philadelphia, W. B. Saunders Com- 
pany, 1960. 

This is not a second volume, but rather an exten- 
sion of the first. Full appreciation of the discussions 
must be realized only in the context of the material 
presented in the first volume, This book is composed 
primarily of alternative ‘viewpoints on controversial 
surgical problems. 


Office Diagnosis, Paul Williamson, M.D., Philadel- 
phia, W. B. Saunders Company, 1960. 

This book has been conceived as a new approach 
to the problems of practical office diagnosis. It is 
a series of articles designed to be helpful today and 
tomorrow. As far as can be ascertained, this is the 
first work on practical office diagnosis. 


The Modern Treatment of Asthma (ed. 2), Bristol, 
England, John Wright & Sons, Ltd., 1960. 

This book has been thoroughly revised to replace 
the obsolete first edition. Its purpose is merely to 
inform the general practitioner about the current 
status of asthma; it does not delve into the latest 
developments in allergic research, 


Medical, Surgical, and Gynecological Complications 
of Pregnancy, by the Staff of Mount Sinai Hospital, 
New York, Baltimore, Williams and Wilkins Com- 
pany, 1960. 

This volume is not intended as a substitute for the 
several excellent standard textbooks on obstetrics. It 
is intended, however, to be a valuable supplement to 
them. It is a comprehensive and well-rounded book 
dealing with the complications of pregnancy. 


Synopsis of Pathology (ed. 5), W. A. D. Anderson, 
M.D., St. Louis, The C. V. Mosby Company, 1960. 

A concise and comprehensive presentation of 
pathology, this edition is well organized and contains 
a large amount of new material, 


Cardiovascular Dynamics, ed. 2. Robert F. Rushmer, 
M.D. Philadelphia, W. B. Saunders Company, 1961. 

The components of the cardiovascular system are pre- 
sented in terms of their structure, function, and control 
under normal conditions, followed by consideration of 
the changes induced by common disease states. This edi- 
tion is an extensive revision, enlargement, and reorgani- 
zation of a book previously published under the title 
Cardiac Diagnosis: A Physiologic Approach. It is de- 
signed as a text for students of the cardiovascular system 
in the broadest sense, not as a handbook for the prac- 
tice of cardiology. , 
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and March 3, 1961, the Board of Medi- 
cal Examiners licensed the following 
physicians to practice medicine and sur- 
gery in Maryland. 


Bagby, Garlick Hugh, Arkansas 
Baker, Horace Powell, North Carolina 
Barsman, Jack, Ohio 

Battiata, Salvatore, National Board 
Blacker, Harry Martin, Nebraska 
Brown, Bertram S., National Board 


Butler, DeRuyter Augustine, District ‘of 
Columbia 


Cairo, Armon Anthony, National Board 
Chodoff, Paul, Pennsylvania 

Clark, John Wilson, Pennsylvania 
Cotlove, Ernest, National Board 

Due, Dora Zoraida, Texas 

Feeley, James William, Jr., National Board 
Gettes, Norton Isaac, National Board 
Glew, Donald Henry, Jr., National Board 
Greenberg, Harry Lee, Virginia 
Hendlich, Milton Gelernter, New Jersey 
Huse, Maureen Hannah, California 
Kaminstein, Philip, National Board 
Leone, Russell Samuel, New York 
Loughrin, Harry Joseph, Michigan 
McClellan, Betty Jane, Arkansas 

Novin, Neil, National Board 

Perez, Eugene Reyes, California 

Pollen, Richard H., National Board 
Sitomer, Gerald, National Board 
Schoenhals, Charles Erb, Michigan 
Snider, Thomas Wilkes, Arkansas 
Stevens, Harold, Michigan 

Stuart, Marjorie Shaw, District of Columbia 


Summerfield, Lawrence David, District of 
Columbia 


Vicas, Benedict, Connecticut 

Weiner, Leslie, National Board 
Weinstein, Gerald Edwin, National Board 
Weiss, Harold, National Board 


Newly Licensed oe 
At reciprocity meetings on January 20 
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Case of the Month X-Ray Diagnosis: 


Cavitating Hodgkin’s disease 
with bilateral pulmonary infiltra- 
tion. Note the fluid containing cav- 
ity in the anterior segment of the 
right upper lobe. In addition note 
the hilar and mediastinal adeno- 
pathy. 
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